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CHAPTER - I 
INTRODUCTION 
“A sound heart is the life of the body.” 
Proverbs 14:30 (NKJV) 
Life is a precious, God given gift to mankind. Heart beat represents life and 
lack of it pronounces death. The heart pumps blood throughout the body from 
conception till death. A healthy heart is essential to sustain life. But various 
cardiovascular diseases disrupt this essentiality. 
Cardiovascular disease is the leading cause of preventable death. According to 
the WHO statistics 2011 more people died from cardiovascular diseases annually than 
from any other cause. An estimated 18 million people died from cardiovascular 
diseases during the year 2008, representing 30% of global death. Out of this 8 million 
deaths were due to coronary artery disease.Coronary artery disease occurs when the 
myocardium is deprived of oxygen. If unattended it causes tissue damage, ischemia 
and leads to myocardial infarction.(WHO, 2011). 
Heart attack or myocardial infarction remains the top priority in many research studies 
worldwidebecause of the attributable cardiovascular disease, which is the leading 
cause of death, in spite of giant strides being made in medical field. According to the 
Centers for Disease Control and Prevention, the coronary heart disease accounted for 
around 71% of heart disease mortalities in the United States in the year 
2002.(http://www.medindia.net/patients/lifestyleandwellness/heartattack-
lifestyle-risks.,2011). 
Myocardial Infarction (MI) develops when the myocardium is deprived of 
oxygen. It is a dynamic process in which more than one region of the heart 
experiences a severe reduction in blood supply due to lack of coronary blood flow 
which subsequently causes necrosis or death of the myocardial tissues. When the 
plaque gets accumulated in the walls of the coronary artery, the artery narrows and 
leads to the development of coronary heart disease. When fat accumulates heavily in a 
coronary artery it reduces the oxygen-rich blood supply to the heart muscle. Blood 
begins to clot in the surrounding muscle tissue and predisposes to a heart attack. Such 
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attack can lead to a greater disability or can ruin the life of an individual. (Smeltzer 
SC., Bare BG., 2004). 
 The process of plaque formation is termed as atherosclerosis. The risk factors 
associated with atherosclerosis are high blood pressure, smoking, diabetes and high 
cholesterol. They damage the endothelium and cause white blood cells, cholesterol, 
calcium and other substances to get deposited. Such occurrences won‟t happen 
overnight. It takes many years to form. 
According to the World Health Organization 2011 report it was observed that 
few behavioral risk factors were responsible for 80% of coronary heart disease which 
includes tobacco use, physical inactivity and an unhealthy diet pattern.(WHO, 2011). 
According to the inter heart South Asia study, it identified about nine risk 
factors for myocardial infarction. They were smoking, high blood pressure, obesity, 
abnormal lipids, alcohol consumption, high blood sugar, stress, lack of exercise, low 
fruit and vegetable consumption, which accounted for more than 90% heart attacks 
among Indians. (Rajeev Gupta., et al., 2008). 
 Knowledge on the risk factors of coronary heart disease in most regions of the 
world is unknown. Hypertension, diabetes, abnormal lipids, smoking, abdominal 
obesity, alcohol intake, psychosocial factors, irregular physical activity and low 
consumption of fruits and vegetables accounts for the most common cause of 
myocardial infarction worldwide affecting both males and females of all age groups. 
This finding suggests to prevent the premature causes of myocardial infarction. 
(Salim Yusuf, et al., 2004). 
Case control studies indicated that high blood pressure, tobacco use, high low 
density lipoprotein cholesterol, low high density lipoprotein cholesterol, obesity with 
high waist hip ratio, diabetes, abnormal apolipoprotein, sedentary lifestyles, low 
consumption of vegetables and psychosocial stress are the most important 
determinants of cardiovascular disease in India.(R.Gupta, et al., 2008). 
 Diet remains the major modifiable risk factor for cardiovascular disease. An 
unhealthy diet practice increases the risk of myocardial infarction globally and 
accounts for 30% of population-attributable risk.Fruits and vegetables reduce the risk 
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for cardiovascular diseases if taken adequately. Most of the population consumes 
higher levels of salt than the recommended amount. High salt intake is an important 
determinant of high blood pressure and cardiovascular risk. Increased consumption of 
trans-fatty acids and saturated fats were directly linked to coronary heart disease. 
(Romania Iqbal, 2011). 
Smoking is estimated to cause ten percent cardiovascular diseases.Almost 6 
million people die due to tobacco use every year, both from active and passive 
smoking. By 2020, this number will increase to 7.5 million, which could account for 
about 10% global deaths. The highest incidence of smoking among men is present in 
the lower and middle-income generating countries. (WHO, 2011) 
Approximately 3.2 million people die due to physical inactivity. People who 
are physically inactive have an increased risk of mortality ranging in between 20% to 
30%. Regular physical activity reduces the risk factors of cardiovascular disease 
including diabetes and high blood pressure.(Smith, S. et al., 2012). 
A number of studies from different countries have reported reduced coronary 
heart disease rates among those who regularly consumed mild to moderate amounts of 
alcohol as compared to those who remained abstinent from alcohol. In contrast, 
various studies have reported that heavy consumption of alcohol promotes the 
progression of atherosclerosis and binge drinking triggers acute myocardial 
infarction.(Biyik, 2007). 
High blood pressure is estimated to cause 7.5 million deaths, which accounts 
for 13% of total deaths. It is a major risk factor for cardiovascular disease. The 
prevalence of increased blood pressure is similar in all income groups, although it is 
generally lowest in high-income populations. High cholesterol increases the risk of 
heart disease and estimated to cause 2.6 million deaths every year. 
Overweight contributes to three million global deaths. Risks of heart disease 
increases with increasing body mass index. The prevalence of overweight is highest in 
middle-income countries. In the American regions, over 50% of women are obese. 
The highest prevalence of overweight among infants and young children are also 
found among the middle-income population. 
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The guidelines given for the secondary prevention for post myocardial 
infarction patients by the National Institute of Health and Clinical Excellence 
recommends that lifestyle advice in diet, physical activity, alcohol consumption, 
weight management and smoking cessation should be consistent. They also 
recommended to take into account of patients' current habits and recent changes and 
to inform the individual to improve the quality of life after infarction.(J.S. Skinner,A 
Cooper, and G S Feder., 2007). 
NEED FOR THE STUDY 
“The heart of education is the education of the heart” 
- Harvey Mackay 
Heart is a vital organ and it has to be protected from illnesses. If the individual 
has a disease, it has to be treated to prevent from further damages. During the year 
1990, 15 million deaths occurred due to cardiovascular disease and 63% of them 
happened in developing countries. This will further increase by 2020 in those 
developing countries. The disease pattern is drastically increasing in Indians 
compared to the Western regions. The coronary artery disease prevalence in India is of 
four folds as compared to United States, and it is expected to be the largest killer by 
2015.  
Rapid urbanization, demanding and stressful jobs, life style modification, lack 
of physical activity and sedentary work has driven the Indians to the risks of coronary 
artery disease. The rates of coronary artery disease in metro cities like Delhi and 
Chennai had ranged between ten to twelve percentages. In Kerala it is still higher and 
contributes to 13 percentage of coronary artery disease. In India,hospitalizations due 
to cardiovascular disease were four folds higher than United States and Japan and six 
folds higher than China (Kumar A, Sivakanesan R., 2009). 
According to the recent evidences the risk of developing cardiovascular 
diseases begins even before birth and starts fromfoetal development. This risk 
increases further during childhood, due to exposure to various risk factors such as 
physical inactivity, unhealthy diet, harmful use of tobacco and alcohol. (Institute Of 
Medicine, 2010) 
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There are several methods to help prevent future heart attacks and to make 
patients lead a comfortable life. But most often they restrict their own activities or 
rely on others advices and become cardiac cripples.(American Heart Association 
Scientific Statement, 2004). 
 In countries like India, the individuals are unaware of the benefits of 
counseling. Nurses by way of their familiarity with the patient, can play a vital role in 
correcting and motivating the attitudes in this regard. Life style modification among 
post myocardial infarction patient is an integral part of holistic living. It is one of the 
important present dayrequirementsto prevent myocardial infarction. It is the challenge 
of every individual to take up the appropriate degree of responsibility for his own 
health.(Indian Heart Journal, 2007). 
Most important risk factors leading to myocardial infarction are cigarette 
smoking, hyperlipidemia, diabetes mellitus, obesity, sedentary lifestyles. A supportive 
educative system to address on knowledge acquisition, behavior control, decision 
making is definitely essential. Such educative system can guide and promote the 
cardiac patients to practice the lifestyle changes. (American Heart Association, 
2005) 
 Researches prove that 90% of patients with previously identified coronary 
heart diseases have at least more than two life style related cardiovascular risk factors. 
Non modification of these lifestyle risk factors may increase the chance of 
reinfarction and delays recovery. (Johnston DW, 1999)   
Good educational support given by nurses will help to restore the optimum 
level of health of myocardial infarction patient which will prevent further attacks. The 
investigator recognized the importance of individualized education and was self 
motivated to conduct this study. Patients may not be aware of the lifestyle 
modification after myocardial infarction. This made the researcher to prepare an 
individualized education on lifestyle modification about balanced nutrition, 
appropriate physical activity, rest and sleep, safe sex, stress reduction, cessation of 
smoking and alcohol. Such education will provide a base for individual attention and 
help to lead a healthy lifeafter myocardial infarction. 
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STATEMENT OF THE PROBLEM 
  A Study to Assess the Effectiveness of Individualized Education on Lifestyle 
Modification among Post Myocardial Infarction Patients in GKNM Hospital, 
Coimbatore. 
OBJECTIVES 
 To assess the lifestyle practices of post myocardial infarction patients. 
 To assess the effectiveness of individualized education on lifestyle modification. 
 To associate the lifestyle practices with the selected demographic variables. 
OPERATIONAL DEFINITIONS 
Lifestyle practices 
  Refers to lifestyle practices which is assessed among experimental group 
comprised of balanced nutrition, appropriate physical activity, rest, sleep safe sex, 
stress reduction, cessation of smoking and alcohol, which was assessed among 
experimental group. 
Effectiveness  
  Refers to the extent to which the individualized education on lifestyle 
modification has achieved the desired effect as measured by gain in knowledge score. 
Individualized Education 
            Refers to imparting knowledge on lifestyle modification to the experimental 
group who achieved the activities of daily living (ADL) score 6 and above as 
measured by Modified Katz Index activities of daily living scale.  
Lifestyle modification 
  Refers to the desired lifestyle practices involving balanced nutrition, 
appropriate physical activity, rest, sleep, safe sex, stress reduction, cessation of 
smoking and alcohol. 
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Myocardial Infarction patients 
  Refers to patients who had their heart attack for the first time. 
HYPOTHESIS 
  H1:There will be a significant difference in the post test knowledge score on 
lifestyle modification among experimental and control group. 
  H2:There will be a significant association between lifestyle practices and 
selected demographic variables among experimental group. 
ASSUMPTIONS 
1. Myocardial infarction patients may not have adequate knowledge about 
lifestyle modification after the first attack. 
2. Individualized education will help them adopt ahealthy lifestyle. 
CONCEPTUAL FRAMEWORK 
 Conceptual framework or a model is made up of concepts which are the mental 
image of a phenomenon. These concepts are linked together to express the 
relationship between them. A model is used to denote symbolic representation of the 
concepts. 
 The conceptual framework for this study is based on “Orem‟s general theory 
of Nursing” by Dorothea Orem. This theory focuses on the relationship between the 
nurse and the patient in order to meet the self care needs. It focus to render a 
capability to patient's self care needs and to maintain a state of  good health, in order 
to regain normal to near normal state. The main components of the model are self 
care, self care agency, therapeutic self care demand, self care deficit and nursing 
action. 
Self care 
 It refers to the practice of all activities the individual initiates and performs on 
his own behalf to maintain life and health for his well-being 
  In this study, it refers lifestyle practices such as balanced nutrition, appropriate 
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physical activity, rest, sleep, safe sex, stress reduction, cessation of smoking and 
alcohol. 
Self care agency 
 It refers to the human ability for engaging in self care.  
In this study, it refers to patient‟s awareness on engaging in self care activities, 
afterthe first attack, who were treated medically or underwent angioplasty. 
Therapeutic self care demand 
 It is the total self care actions performed for some duration in order to meet the 
self-care requisites by using valid methods.  
The action directed towards the provision of self-care is the self care requisites which 
are of three categories, such as universal, developmental and health deviation. 
Universal self care requisites 
 The universal self care requisites are associated with the processes of lifeand 
maintenance of integrity of human structure such as activities of daily 
living, air, food, water, rest and activity, excrements, social interaction 
In this study, the universal self care requisites are assessed through Modified 
Katz Index of Independence in activities of daily living assessment scale and 
Modified fantastic lifestyle questionnaire. 
Developmental self care requisites 
 The developmental self care requisites are those which are the new requisites  
from an associated event or a condition. 
 In this study, the new requisite is the new lifestyle pattern that needs to 
be adopted after the associated event of myocardial infarction. 
Health deviation self care requisites 
The health deviation self care requisites are those that is required during 
illness, injury or disease which includes modifying the concepts and accepting himself 
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as being in a state of health and in specific forms of health care andlearning to live 
with the pathologic effects. 
In this study, the health deviation self care requisites required after an attack 
includes modifying self-concepts and accepting self and learning to 
live with the effects after the initial heart attack, which is achieved through 
individualized education. 
Self care deficit 
 It is specified when nursing is needed, where a patient  is not capable or 
limited in providing continuous effective self-care. 
In this study, it refers to the patient‟s deficient knowledge on lifestyle 
modification after myocardial infarction. 
Nursing action  
 It refers to how the self care needs of patients are met by the nurse or by 
patient or both. 
In this study the preferred nursing action is the supportive educative system. 
Supportive educative system 
It is through a situation the person is made fully capable of performing self 
care activities and requires help only in the areas of making decisions controlling 
behavior and gaining knowledge and skills  
 In this study, the supportive educative system comprises of the lifestyle 
modification after myocardial infarction which includes balanced nutrition, 
appropriate physical activity, adequate rest and sleep, safe sexual practices; also stress 
reduction, cessation of smoking and alcohol, management of diabetes and 
hypertension if present. 
 
 
10 
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CHAPTER - II 
REVIEW OF LITERATURE 
A literature review involves systemic identification, location, scrutiny and 
summary of written material that contain information on research 
problems.(Polit&Beck,2003). 
The literature review of the present study is organized into the following 
headings: 
Section A: Literature related to risk factors of myocardial infarction. 
Section B: Literature related to lifestyle modification after myocardial infarction. 
Section C: Literature related to effectiveness of education on lifestyle modification. 
SECTION A: LITERATURE RELATED TO RISK FACTORS OF 
MYOCARDIAL INFARCTION. 
Yusuf, et al., (2004) study identified nine risk factors for myocardial 
infarction. History of hypertension and diabetes; abnormal apolipoprotein levels; 
abdominal obesity, psychological factors, lack of daily consumption of fruits and 
vegetables, smoking, regular alcohol intake, and irregular physical activity had 
accounted for 90% of global cardiovascular diseases. 
Naresh,R.Makwana., et al.,(2007),havereported in a study that a substantial 
proportion of Indian males and females had a prevalence of smoking habits. The 
young asymptomatic male smokers remained as carriers of hypertension and 
dyslipidaemia and made them prone for premature coronary artery disease. They also 
found a good number of Indian villagers addiction towards tobacco smoking and 
chewing of its related products. 
According to Ron, T. van Domburg., (2000) it was observed that patients 
who continued to smoke after cardiac events had a greater risk of death than those 
who stopped smoking. They also underwent repeated revascularization procedures 
very frequently and thus smoking cessation was highly recommended after cardiac 
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events. They encouraged all clinicians to start or to continue smoking-cessation 
programs to help smokers to quit smoking and thereby reducing the cardiac events. 
V. Mohan., et al., (2006) identified obesity as contributive risk factors for 
myocardial infarction and hypertension. It was observed that the body mass index was 
directly proportional to blood pressure. In another study, it was revealed that obesity 
was two times more prevalent among patients who underwent coronary artery bypass 
grafting or heart valve replacement surgeries in Victoria compared to the general adult 
population in Australia. Obesity was a leading cause of early morbidity but had not 
contributed to the higher mortality rates after operations.Cheng-Hon Yap, et al., 
(2007) 
Stephen, J. Bunker., et al., (2003) found a strong evidence of an independent 
causal association between social isolation, depression and lack of social support 
leading to the poor prognosis of coronary heart disease. They alsoidentified physical 
inactivity as a major risk factor for coronary artery disease and diabetes among 
Indians. Excess consumption of junk food and fat rich diet were the contributing 
factors identified for the prevalence of diabetes and cardiovascular diseases.
 
Joshy, et al., (2006)in their interheart study done among south Asians found 
that there was no association between alcohol intake and myocardial infarction. Binge 
drinking or irregular ingestion of alcohol in huge quantities remained the commonest 
practice among south Asians.
 
T.N. Sugathan., et al.,(2008) study suggested an urgent need for adopting life 
style modifications to control risk behavior among young adults in Kerala. The 
observed behavioral risk factors such as tobacco smoking and alcohol consumption 
were called for urgent corrective steps and long-term monitoring.
 
BijuPoulose., et al., (2009)explained about the prevalence of high risk 
behavioramong males after heavy drinking with alcohol dependence syndrome. The 
severities of drinking and personality factors were strongly related. And it was 
observed that the high risk behavior occurred only after heavy alcohol consumption. 
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Leon AS., (2001) identified a strong relationship betweenhyperlipidemia and    
cardiovascular disease.Low body fat, cholesterol and low density lipoprotein 
cholesterol percentages were associated with reduced cardiovascular morbidity and 
mortality. 
Alexander,Chernobelsky., et al.,(2007) have concluded that high density 
lipoprotein as a topic of concern to be targeted for present and future therapies for 
prevention of primary and secondary levels of coronary artery disease. They also 
identified that the low levels of high density lipoprotein cholesterol to be the 
independent risk factor for premature atherosclerosis. 
Cook,N.R, et al.,(1998), found that the best available relationship between 
dietary sodium and blood pressure through the intersalt study. DASH–sodium study 
and the trials of hypertension prevention had demonstrated changes in blood pressure 
in response to dietary sodium reduction.  
Mohan V, et al.,(2007), identified that the Chennai urban population who 
suffered from diabetes were also suffering from coronary artery disease. They found 
the mortality rates in cardiovascular disease and diabetics were around 53% in India. 
Daniel, C.R. et al., (2011) conducted a cross-sectional investigation of 
regional patterns of diet and cardio metabolic risk in India in their India Health Study 
done among men and women aged 35-69.Cardio-metabolic risk factors were highly 
prevalent in the studied population across all regions. The dietary patterns were 
characterized by animal products, fried snacks, or sweets which reflected a positive 
association with abdominal adiposity. On the contrary, in Southern regions more 
traditional diets were inversely related to diabetes and hypertension. 
Canto JG etal.,(2012) conducted an observational study and examined the 
relationship between age, sex, and hospital mortality and predictors of myocardial 
infarction without chest pain. They concluded that women were more likely to present 
without chest pain than men and had higher mortality than men within the same age 
group. Mortalitywas attenuated with increasing age. 
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Prakash C. Deedwania, etal., (2012) conducted a cross-sectional study to 
assess the association between socioeconomic,educational and occupational status 
with cardiovascular risk factors among Asian Indians. They  concluded that the low 
educational, occupational and socioeconomic status in Asian Indians had a greater 
prevalence fortruncal obesity, low high density lipoprotein cholesterol, 
hypertriglyceridemia, tobacco use and low physical activity had remained as major 
risk factors for cardiovascular diseases. 
Ali Janati,HosseinMatlabi., et al.,(2011) conducted a cross-sectional study at 
a central referral hospital among cardiac patients and associated the socioeconomic 
status and coronary heart disease. The study revealed that less educated participants 
had more susceptibility to coronary heart disease. Regarding the occupational status, 
housewives and retired men were at higher risk for coronary heart disease than the 
rest of the population. People from lower ormiddle social classes were in greater 
coronary heart disease risk than higher social classes. This epidemic might be halted 
through the promotion of healthier lifestyles and supportive changes. 
Yurtdaş M, Aydın MK.,(2012) reported that marijuana could be one of the 
most probable cause of acute myocardial infarction observed in apparently healthy 
young persons who used this drug regularly.A cross sectional one year longitudinal 
cohort study was done among 569 men who had acute myocardial infarction or 
sudden cardiac death and wereidentified of opium dependence. The study proved that 
the addiction to opium decreases the age at myocardial infarction 
occurrence.Roohafza H, TalaeiM.,et al.,(2013) 
Fioretti F, et al.,(2000) conducted a case-control study and reviewedliterature 
toanalyzethe relationship between menopause and non-fatal acute myocardial 
infarction in 429 women. They were below the age of 75 years with a first episode of 
non-fatal acute myocardial infarctionand reported that a moderate association between 
menopause and non-fatal acute myocardial infarction. 
Y Liu and H Tanaka (2002)examined the relationship between working 
hours and hours of sleep and the risk of acute myocardial infarction. The results 
showed that the weekly working hours were related to progressively increased ratios 
of acute myocardial infarction, with a twofold increased risk for overtime work 
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compared with less working hours. Frequent lack of sleep andshort time sleep of less 
than five hours per day were also associated with a two to threefold increased risk. 
Thus, the study concluded that overtime work and lack of sleep was in relation to 
increased risk of acute myocardial infarction. 
Janet M. Torpy.,(2007) stated the emotional and physical stresses with 
theassociated negative impact on the heart and the vascular system.  Stress 
hormones damagesthe heart if exposed to elevated catecholamine‟s for a longer time. 
Stress causes increased oxygen demand on the body, spasm of the coronaryblood 
vessels, and electrical instability in the conduction system of the heart. Chronic stress 
increases the heart rate and blood pressure and makes the heart to work harder to 
produce the blood needed for bodily functions and leads to myocardial infarction. 
SECTION-B: LITERATURE RELATED TO LIFESTYLE MODIFICATION 
AFTER MYOCARDIAL INFARCTION. 
J.A. Iestra, et al.,(2005)have concluded that there was evidence from 
mortality studies in coronary artery disease patients that physical activity, smoking 
cessation, combined dietary changes and moderate alcohol consumption, had 
improved prognosis. Effect size estimated for the lifestyle goals varied between 20% 
and 35% mortality reductions. But data on the benefits of individual dietary goals 
were limited as per individuals. So it was recommended to have better-quality studies 
to reduce the uncertainty that surrounds these effect size estimates. 
Daniel, E. Hilleman et al.,(2004) have identified that an aggressive smoking 
cessation intervention was associated with an increased smoking cessation rates as 
compared to a conservative treatment strategy among smokers.They also 
recommended for further study to confirm whether an early aggressive smoking 
cessation intervention would be essential.  
According to the final version May 2007, National Collaborating Centre for  
Primary Care have concluded that all post myocardial infarction patients who were 
overweight or obese should be offered an advice and need to be supported to achieve 
and maintain a healthy weight within normal limits. (NICE clinical guideline,2007) 
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Blumenthal, et al.,(2004) have demonstrated the potential value of exercise in 
nonfatal reinfarction and reducing mortality among the myocardial infarction patients. 
Studies haveemphasized the importance of individual coping strategies and lifestyle 
changes within the work place environment and to enhance cardiovascular health 
promotion programs. 
Franklin B, et al., (2004) have reported that regular exercise would produce 
anti-atherosclerotic, anti-thrombotic, psychological, anti-ischemic and anti-arrhythmic 
effects among the physically active individuals. Brief physical activity interventions 
such as verbal advice with supportive written materials had helped the individual to 
increase the physical activity participation. 
Van‟t veer Pet al.(2000) have estimated an increased consumption of fruits 
and vegetables in association with reduced risk of cardiovascular deaths. Patients who 
drink alcohol should be advised to keep weekly consumption within safe limits and 
not to exceed more than 21 units per week in men and 14 units for women. Patients 
should be strictly advised to avoid binge drinking. 
Increasing HDL cholesterol levels had improved cholesterol profiles and had 
helped to prevent angiographic progression of coronary stenosis, and thereby 
prevented cardiovascular events in some people who exercised regularly and 
consumed low-fat diets. Edwin J Whitney et al.,(2005)
 
Paul D. Thompsonet al.,(2009)have concluded that regular physical activity 
had shown to improve lipid and glucose metabolism by increasing serum high density 
lipoprotein cholesterol and insulin sensitivity and decreasing triglycerides and serum 
low density lipoprotein cholesterol levels. 
American college of sports medicine gave a report that physical activity has 
reduced high blood pressure in those people with hypertension. The systolic and 
diastolic readings had declined approximately between 5 to 7 mm of Hg, aftersuch 
physical activities. 
Nancy R Cook et al., (2007) reportedsodium reduction in lowering blood 
pressure and hypertension, thereby preventing cardiovascular disease. The trials of 
hypertension prevention interventions reduced sodium intake by about 25% to 35%. 
17 
 
The observed reduction in cardiovascular risk associated with sodium decrease was 
substantial. This provides a strong support for population-wide reduction in sodium 
intake to prevent the risk of cardiovascular disease. 
Rastogi T,et al.,(2004) addressed the association between diet and ischemic 
heart disease risk among north and south Indians. They observed the inverse 
association between high sources of vegetable intake and ischemic heart disease risks. 
Persons who consumed 3.5 servings per week had a 67% lower relative risk than 
those who consumed 0.5 servings per week. Cereal intake and mustard oil use, which 
is rich in alpha-linolenic acid, were associated with a lower riskthan the sunflower oil 
consumption. 
Penny M. Kris-Etherton., et al., (2003) According to the American heart 
association statement, omega-3 fatty acids had been shown to reduce the incidence of 
cardiovascular diseases by reducing low density lipoprotein levels. The consumption 
of plant and marine derived omega-3 fatty acids significantly reduced all-cause 
mortality and cardiac events such as nonfatal myocardial infarction. Inclusion of at 
least two servings of fish per week particularly fatty fish, and also food sources and 
vegetable oils of flaxseed, canola, soybean, walnuts which were high inα-linolenic 
acid in a healthy diet promotes health benefits for both primary and secondary 
prevention. 
Aparnakuna, Poshadri.A ., (2013) stated aboutphytoesterols which is also 
known as plant sterols, found in whole grains, plant oils such as rice bran oil, corn oil, 
dried fruits such as cashew nuts and almonds ,pulses, fruits and vegetables can cause 
significant reduction in low density lipoprotein levels. 
Steinke EE,Patterson-Midgley P., (1998)studied the importance of sexual 
counseling after myocardial infarction. Patients validated the importance of each of 
the specific areas for sexual counseling after myocardial infarction. If sexual 
counseling is initiated in the acute-care setting and continued throughout the recovery 
period it could impact the quality of life of patients with myocardial infarction and 
their life partner. 
Riegel B, Gocka I.,(1995) conducted a survey on gender differences in 
adjustment after myocardial infarction.  The result showed that women experienced 
18 
 
improved perceptions of current health and their overall emotional distress, anxiety, 
and depressionsweredecreased significantly over time. Women reported wanting, 
receiving, and giving more support than men did at one month and receiving and 
giving more support than men did at four months, although stress in support 
relationships raised over time. In men anxiety, depression, and health concernswere 
decreased significantly over time, but their ratings of prior health kept increasing. The 
match between social supports wanted and received decreased over time in males due 
to their satisfaction with the support received. No difference was noted about the 
return to work at four months in both genders. 
SECTION-C: LITERATURE RELATED TO EFFECTIVENESS OF 
EDUCATION ON LIFESTYLE MODIFICATION 
Duryée R(1992) conducted a literature review on the efficacy of inpatient 
education post myocardial infarction to determine which information patients 
identified as most important. Whether inpatient education increased patients' 
knowledge or anxiety prevented their learning capabilities along with the preferred 
teaching method. The primary concern of patients‟ were on risk factors. Majority of 
studies reportedthat in spite of the presence of anxiety, patients‟ were able to learn 
new information particularly about the activities following discharge. Lifestyle 
changes post discharge was stimulated through inpatient education, predominantly in 
the areas of smoking cessationandactivity. Various methods of teaching were 
compared, and the audiovisual method was found to be effective as much as one-to-
one patient teaching. 
Hanssen TA, Nordrehaug JE, Hanestad BR.,(2005) conducted a study on 
the information needs and their preference for follow up after discharge among the 
myocardial infarction patients. The findings were grouped into three themes 
corresponding to the major topics in the interview guide. They were about the hospital 
stay, coming home, and patients' follow-up preferences. Majority of patients 
highlighted the follow-up preferences through open telephone lines and telephone 
follow-up. The results of this study provided some of the knowledge essential to 
improve patient information and support after the attack of myocardial infarction. 
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Carlsson R.,(1998) conducted a study about the quality of life of patients with 
coronary artery disease. The intervention programme was most successful in affecting 
lipid levels and food habits in post myocardial infarction patients. Quality of life was 
considerably affected in patients after a cardiac event, especially during the initial 
recovery phase. In addition, patients receiving thrombolytic therapy, the cholesterol 
levels were estimated after four weeks of anacute myocardial infarctionwhich were 
reasonably valid estimates of baseline values. This helped to decide about lipid 
lowering interventions. 
Stewart DE, Abbey SE etal., (2004) analyzed about the gender differences in 
health information needs and decisional preferences in patients recovering from an 
acute ischemic coronary event. The results showed that men reported significantly 
more information received and greater satisfaction with healthcare practitioners and 
wanted more information about sexual function, and about the role of each doctor, the 
test results, treatments, cardiac rehabilitation, and how their families could support 
their lifestyle changes. Women wanted more information than men concerning angina 
and hypertension. Patients who reported receiving more information had less 
depressive symptomatology, greater self-efficacy, healthcare satisfaction, and 
preventive health behaviors. Also, most patients of both sexes preferred a shared 
decision-making role with their physician. 
 Oterhals K, HanestadBR,et al.,(2006) studied the relationship between in-
hospital information and patient satisfaction after acute myocardial infarction and 
described areas for improvement of patients' health care.The results showed that the 
more information the patient received, the more they were satisfied with the hospital 
stay. The results indicated the necessity to examine the provision of in-hospital 
information and education to acute myocardial infarction patients. Patients wanted 
more information about the follow up care discharge and after returning home. 
Bellman C, (2009) conducted a  study on the achievement of secondary 
preventive goals after acute myocardial infarction between participants and non 
participants in a routine patient education program in Sweden. The result showed that 
patients who participated in the heart school stopped smoking more often than those 
who did not attend any educational program. 
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Vest foldHeart care Study Group (2003)studied the influence of lifestyle 
changes and a five-year coronary risk using a comprehensive lifestyle intervention 
programme among patients with coronary heart disease.The results showed that 
patients in the lifestyle intervention group had reduced the intake of saturated fat, 
cholesterol andsugar,increased their exercise level and stopped smoking when 
compared with the usual care group with a relative risk reduction of 22%.This reveals 
that along with modern drug treatments for secondary cardiovascular disease 
prevention an added regimen of diet control, moderate exercise and smoking 
cessationwill have an  additional reduction in the five-year risk for  coronary heart 
disease. 
Steinke EE, Swan JH.,(2004) studied the effectiveness of a videotape assisted 
sexual counseling after myocardial infarction. It was reported that patients who 
received both written instructions and a videotape to view at home had greater 
knowledge, better quality of life, less anxiety, greater sexual satisfaction, and resumed 
sexual activity more quickly than those who received written instructions alone. The 
study concluded that the videotape intervention provided an alternative method for 
education to facilitate recovery in post-myocardial infarction period. 
 Li S, ChiuveSE(2013) examined the association of post-myocardial infarction 
dietary quality and changes from pre- to post- myocardial infarction with all-cause 
and cardiovascular mortality among myocardial infarction survivors. The study 
concluded that the survivors who consumeda higher-quality diet, which had been 
associated with a lower risk of coronary heart disease in primary prevention, also had 
lower subsequent all-cause mortality. 
Buckley T, McKinley S.,etal.,(2007), studied the effect of education and 
counseling on knowledge, attitudes and beliefs about responses to acute myocardial 
infarction symptoms in a randomized controlled trial of 200 people. The study 
concluded that a short individual teaching and counseling intervention resulted in 
improved knowledge of coronary heart disease and acute myocardial infarction 
symptoms. 
Bagheri H, Memarian R, Alhani F (2007) carried out a randomized-
controlled trial to investigate the effect of group counseling programme on the quality 
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of life among survivors of myocardial infarction. The results indicated that patient's 
quality of life in all dimensions was promoted through group counseling programme. 
In a wide variety of settings ranging from intensive care to community,group 
counseling programneed to be applied by nurses, as a safeand simple intervention to 
improve patient's quality of life. 
Lindberg G, Westin L, et al.,(1997) conducted an interventional study to 
recognize the influence of coronary nursing management follow up on the lifestyle 
after acute myocardial infarction. And it was observed that the nurse rehabilitator was 
successful in improving 89% of the patient‟s food habits post acute myocardial 
infarction. Also, initiating smoking cessation programme during thestay in hospital 
with repetitive counseling during the follow up had showed improved results in 50% 
of the smokers. 
Vincent.K.F. Mok, .et al (2013) studied the effectiveness of nurse follow-up 
dietary intervention among 82 post myocardial infarction patients‟ dietary behavioral 
changes and blood lipid levels which was evaluated using self-reported questionnaire 
and blood tests.The study found that there were positive changes in dietary behavior 
and an increase in high density lipoprotein levels.  
  Nancy Houston-Miller,et.al.,(1990)studied the effects of a nurse-managed 
intervention on smoking cessation after acute myocardial infarction. One year after 
myocardial infarction, the smoking cessation rate showed a 29% difference between 
the intervention and control group. Those patients whoeither expressed little intention 
of stopping in the hospital or resumed smoking within 3 weeks after infarction were 
unlikely to stop by 12 months. Thus, the study concluded that the nurse-managed 
smoking cessation intervention mostly started in the hospital, conducted by telephone 
and focused on relapse prevention had significant reduction in the smoking rates at 12 
months among patients who had a myocardial infarction. 
  Uysal H, Ozcan S., (2013)analyzed the effect of individual education on the 
patients' physical activity capacity post myocardial infarction. The sample comprised 
of 90 myocardial infarction patients who had their attack for the first time. In 
comparison with the control group,in the intervention group more improvement was 
observed in terms of body mass index,waist circumference and frequency of physical 
22 
 
activity. It was also observed that the intervention six minute walk test distance and 
group's metabolic equivalent of task values increased significantly in comparison with 
the control group. The results proved that individual education and counseling 
provided to patients could increase functional capacity. They should be advised about 
tweightmanagement and need to be motivated to improve compliance with treatment 
through physical activity behaviors.  
  Hye-Sun Jeong,Jang-SeongChae et al.,(2002), conducted a study to evaluate 
the effect of an individualized teaching program for atherosclerotic risk factor 
reduction in patients with myocardial infarction. The topics comprised of which 
included anatomy and physiology of heart, medications, diet ,exercise therapy and 
atherosclerotic risk factors such as smoking, exercise, blood lipid profile and body 
mass index. The subjects were provided teaching and received regular follow up and 
supportive care via telephone or mail. Post-test results on experimental group revealed 
that the number of non-smokers, who exercised , had significantly higher high density 
lipoprotein cholesterol levels. This reveals that the individualized teaching program 
was helpful in reducing the riskfactors of atherosclerosis. 
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CHAPTER-III 
METHODOLOGY 
 Research methodology is a systematic way to solve the research problem. Pearson 
(1992) stated that there is no shortcut to truth. There is no way to gain knowledge of 
the universe except through the gateway of scientific method. Methodology is one 
which enables the researcher to project a blue print of the research undertaken. 
FIGURE: 3.1-SCHEMATIC REPRESENTATION OF RESEARCH 
METHODOLOGY 
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RESEARCH APPROACH 
 Quantitative research approach was selected to assess the effectiveness of  
individualized education on lifestyle modification among post myocardial 
infarction patients 
RESEARCH DESIGN 
The research design provides an overall plan for conducting the study. True 
experimental,  posttest only control group design was selected for this study. 
The experimental group was assessed for their readiness to learnthrough 
activities of daily living scale and the lifestyle practice was assessed through the 
lifestyle questionnaire to educate them accordingly. Individualized education was 
given to the experimental group. Post-test was done to assess the effectiveness of 
educationamong the experimental and control groups. 
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FIGURE: 3.2 - SCHEMATIC REPRESENTATION OF RESEARCH DESIGN 
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VARIABLES 
 
 Influencing variable: Age, education, occupation, income ,marital status. 
  Independent variable: Individualized education on lifestyle modification 
 Dependent variable: Knowledge level  on lifestyle modification among post 
myocardial infarction  patients 
 Extraneous variables: Information received from health care professionals, 
influence of family members, peer groups and media. 
 
FIQURE 3.3- SCHEMATIC REPRESENTATION OF VARIABLES 
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SETTING OF THE STUDY 
 The study was conducted in the cardiac wards (i.e., ward 10, 14 & 15) of 
G. Kuppuswamy Naidu Memorial Hospital, which is a super speciality tertiary care 
centre in Coimbatore. 
 POPULATION 
 It comprised of all post myocardial infarction patients who fulfilled the 
inclusion criteria. 
SAMPLE SIZE 
 The sample size was determined, using Mahajan‟s formula 
Sample size (n) = 4Pq 
 L
2
 
P = Percentage of population   P =(274/3515) × 100 = 7.79 
q = 100 – P     q = 100- 7.79 = 92.2   
L= Allowable error    L=7 
n =4Pq = (4 x7.79×92.2)/ 49 =58.6 
       L
2
 
According to this sample size, it was decided to select 60 samples. 
SAMPLING TECHNIQUE 
Non-probability convenient sampling technique was adopted for the study. 
Patients were assigned to experimental and control group based on convenience 
sampling technique 
SAMPLING CRITERIA 
 Inclusion Criteria  
  Myocardialinfarction patients who had their heart attack for the first time. 
 Myocardialinfarction patients who were treated medically or underwent 
angioplasty. 
 Exclusion Criteria  
 Myocardialinfarction patients who were advised for coronary artery bypass graft. 
 Myocardialinfarction patients who were haemodynamically unstable 
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DESCRIPTION OF THE TOOL 
 The data collection tool consisted of four sections. 
Section A- Structured interview questionnaire on demographic data 
         It consist of the demographic variables of the subjects which includes age, sex, 
educational status, occupation, religion, monthly income, marital status, type of 
family, family history and any other disease history. 
Section-B – Activities of daily living assessment scale 
It is a Modified Katz Index of Independence Scale of Activities of daily living which 
consists of assessment of six activities namely bathing, dressing, toileting, mobility, 
continence and feeding. Each activity is categorized into three scales namely 
independent, interdependent and dependent and is given 2, 1, 0 scores respectively. 
Activities of daily living were used to assess the readiness to learn after the 
myocardial infarction. The activities of daily living score was interpretedas follows: 
Independent      (High)        : 7-12 
Interdependent (Moderate) : 1-6 
Dependent         (Low)          :    0 
 Section C- Lifestyle questionnaire 
         It is a modified fantastic lifestyle questionnaire which includes family and 
friends, activity, nutrition, tobacco and toxins, alcohol, stress, safe sex, type of 
behavior, insight and career. It totally consists of 25 questions and each question 
carries 0-4 scores based each individual‟s practice. The total scoring is 100. Score 
ranged from 85-100 is considered as an excellent heart healthy lifestyle which has the 
appropriate activity, nutrition, stress ,without tobacco and alcohol ,which will prevent 
further re-infarction and help to lead  a healthy life after  myocardial infarction.  
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The lifestyle score was interpreted as follows: 
  Poor  :   0-34           
  Fair   :             35-54             
  Good  :   55-69        
  Very good:   70-84    
  Excellent   :   85-100       
Section D – Structured knowledge questionnaire 
        It was developed by the investigator to assess the knowledge on lifestyle 
modification among post myocardial infarction patients.  It consists of 25 questions 
related to lifestyle modification after myocardial infarction. Each correct answer was 
given a score of one and the wrong answer was given a score of zero.The maximum 
score was 25.The questions were classified as follows: 
 Related to myocardial infarction 
 Physiology of heart and coronary arteries 
 Pathophysiology of myocardial infarction 
 Risk factors of myocardial infarction 
 Lifestyle modifications related to 
 Diet  
 Exercise  
 Sleep  
 Sexual health 
 Stress  
 Smoking cessation 
 
The knowledge score was interpreted as follows  
Inadequate knowledge (0-11)    : <50%  
Moderate knowledge (12-18)    : 50-75% 
Adequate knowledge  (19-25 )  : >75%  
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DESCRIPTION OF THE INTERVENTION 
 Initially, demographic data was collected in both groups. Further, in the 
experimental group, the activities of daily living were assessed to know their 
readiness to learn and also assessed their lifestyle practices. Based on these practices, 
individualized education was given on the lifestyle modification after myocardial 
infarction. Patients were followed up on the following day. Post testwas done        
using structured knowledge questionnaire among experimental and group.
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FIGURE: 3.4–SCHEMATIC REPRESENTATION OF INTERVENTION 
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VALIDITY  
The tool for the study was submitted for the validation to experts in the field 
of cardiology and physiotherapy in G. Kuppuswamy Naidu Memorial Hospital, in the 
department of medical surgical nursing in GKNM Institute of nursing and nursing 
experts from other nursing institutes in and around Coimbatore. The translated Tamil 
version was validated by Tamil expert. Based on the suggestions and 
recommendations the tool was finalized for the main study. 
RELIABILITY 
Reliability of the research instrument is defined as the extent to which the 
instrument yields the same results on repeated measures. It is then concerned with 
consistency, accuracy, precision, stability, equivalence and homogeneity (Kothari 
CR., 1996). 
 The reliability of the tool was determined by the Spearman Brown‟s Split-Half 
technique. r‟(coefficient of correlation)value was 0.89 with r‟ (coefficient of 
reliabily) value 0.94 
 Reliability was computed by following equation, 
 
r =    (X-X) (Y-Y) 
 
(X-X)2. (Y-Y)2 
 
r‟= 2r 
      1+r 
ETHICAL CONSENT 
The consent to conduct the study was obtained from the ethical committee of 
G.Kuppusamy Naidu Memorial Hospital,Coimbatore . 
PILOT STUDY  
Pilot study was conducted in cardiac wards of G. Kuppuswamy Naidu 
Memorial Hospital, Coimbatore for the period of two weeks from 15.7.13 to 
26.7.13.10. Samples were distributed to experimental group and control group using 
convenient sampling technique. The data was collected by usingstructured interview 
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questionnaire on demographic data, activities of daily living assessment scale, 
lifestyle questionnaire, and structured knowledge questionnaire. Upon the completion 
of pilot study the feasibility and practicability of the tool was assessed. Based on the 
pilot study results necessary changes were made to the tool. 
DATA COLLECTION PROCEDURE 
 The data collection period was for four weeks.Data were collected every day 
during data collection period from 29.7.2013 to 24.8.2013 in cardiac wards from 8 am 
to 4 pm, among post myocardial infarction patients. Sample selected were given self-
introduction and an oral consent was obtained. The participants were assured about 
the confidentiality of the data collected and that it will be used only for research 
purpose. The demographic data were collected by using structured interview 
questionnaire. The activities of daily living, lifestyle practices of each patient were 
assessed and individualized education was provided to the experimental group. Post-
test was carried out in both the groups. 
 
PLAN FOR DATA ANALYSIS 
Descriptive and Inferential statistics used to analyze the data 
 The data collected from subjects were compiled and analyzed using 
descriptive statistics such as frequency, mean, percentage and standard 
deviation.  
 To test the effectiveness of the individualized education in the 
experimental and control  group„ t‟ -test for two means was used. 
 Chi-square test was used to assess the association between lifestyle 
practices and selected demographic variables. 
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CHAPTER-IV 
ANALYSIS AND INTERPRETATION 
Analysis is defined as the process of systematically applying statistical and 
logical techniques to describe, summarize and compare data.–Suresh K.Sharma 
(2011). 
This chapter deals with the analysis and interpretation of data collected from 
60 post myocardial infarction patients and assessed the effectiveness of individualized 
education on lifestyle modification. The study findings were based on the descriptive 
and inferential statistics and the data‟s analyzed were tabulated, organized and 
interpreted as follows: 
Table 4.1: Distribution of demographic variables ofpost myocardial 
infarctionpatients. 
Table 4.2:Distribution of activities of daily living according to the level of 
independence of the experimental group. 
Table 4.3: Distribution of lifestyle practices of the experimental group. 
Table4.4:Distribution of levelof knowledge on lifestyle modification in 
experimental and control group. 
Table 4.5:  Comparison of the levels of knowledge onlifestyle modification in the 
experimental and control group. 
Table 4.6: Association of lifestyle practices with selected demographic variables. 
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TABLE - 4.1 
DISTRIBUTION OF DEMOGRAPHIC VARIABLES OF POST MYOCARDIAL 
INFARCTION PATIENTS 
          n= 60 
S 
No. 
Demographic data 
Experimental Group Control Group 
Frequency 
(f) 
Percentage 
(%) 
Frequency 
(f) 
Percentage 
(%) 
1 Age in years 
a) 30-39 
b) 40-49 
c) 50-59 
d) > 60 
 
4 
10 
7 
9 
 
13.3 
33.3 
23.3 
30.0 
 
2 
7 
8 
13 
 
6.7 
23.3 
26.7 
43.3 
2 Sex 
a) Male 
b) Female  
 
26 
4 
 
86.7 
13.3 
 
26 
4 
 
86.7 
13.3 
3 Education 
a) Illiterate  
b) School level 
c) Undergraduate 
d) Postgraduate 
 
2 
26 
2 
0 
 
6.7 
86.7 
6.6 
0 
 
3 
22 
5 
0 
 
10.0 
73.3 
16.7 
0 
4 Occupation 
 
a) Unemployed 
b) Self-employed 
c) Government employee 
d) Private employee 
 
3 
18 
2 
7 
 
10.0 
60.0 
6.7 
23.3 
 
7 
12 
8 
3 
 
23.3 
40.0 
26.7 
10.0 
5 Religion 
a) Hindu 
b) Christian 
c) Muslim 
d) Others  
 
 
 
25 
3 
2 
0 
 
83.33 
10 
6.67 
0 
 
29 
0 
1 
0 
 
96.7 
0 
3.3 
0 
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Marital Status 
a) Single 
b) Married 
c) Widowed 
d) Divorced 
 
 
1 
28 
1 
0 
 
 
3.33 
93.34 
3.33 
0 
 
 
2 
24 
4 
0 
 
 
6.67 
80 
13.33 
0 
7 Type of Family 
a) Nuclear 
b) Joint 
 
24 
6 
 
80 
20 
 
20 
10 
 
66.67 
33.33 
8 Monthly Income 
a) <10,000 
b) Rs. 10,001 – 20,000 
c) Rs. 20,001 – 30,000 
d) Above Rs. 30,001 
 
23 
5 
1 
1 
 
76.8 
16.7 
3.3 
3.3 
 
18 
10 
2 
0 
 
60 
33.33 
6.67 
0 
9 Family history 
a) Present  
b) Absent 
 
10 
20 
 
33.3 
66.7 
 
6 
24 
 
20 
80 
10. Disease history 
a) Hypertension  
b) Diabetes  
c) Diabetes &      
hypertension 
d) Others  
e) None  
 
3 
5 
1 
 
2 
19 
 
10.0 
16.7 
3.3 
 
6.66 
63.34 
 
4 
7 
7 
 
0 
12 
 
13.33 
23.33 
23.34 
 
0 
40 
 
Table 4.1 reveals the distribution of demographic variables. The details are as 
follows: 
Age: It reveals that in the experimental group 33.33% of them were between 
the age group 40-49 years and in the control group43.33% of them were above the age 
group >60 years. 
Sex: In the experimental group and in control group 26 (86.67%) patients 
belonged to the male gender. 
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Educational status:In the experimental group 86.67% and in control 
group73.33%of them had school level of education. 
Occupational status:60 % of them inthe experimental group and 40 % of 
them control group were self-employed. 
Religion:In the experimental group 83.33% and in control group 96.67 % 
were Hindus. 
Marital status: 93.33% in the experimental group and 80% in control group 
were married. 
Type of family: In the experimental group 80% and in control group 66.67% 
belonged to nuclear family 
Monthly income: Inthe experimental group 80% of them and in the control 
group 60% of them had an income of less than Rs. 10,000 per month 
Family history:In the experimental group 66.67% of them and in control 
group 80% of them had no family history of myocardial infarction. 
Disease history:In the experimental group, regarding the disease history 
63.34% had no diseases, whereas 16.67% had diabetes, 3.3% had both diabetes and 
hypertension and the remaining 6.66% had other diseases and in control group the 
disease history 40% had no illnesses, but 23.34% were suffering from diabetes and 
23.34% had both diabetes and hypertension. 
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FIGURE – 4.1 DISTRIBUTION OF POST MYOCARDIAL INFARCTION PATIENTS ACCORDING TO AGE 
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FIGURE – 4.2 DISTRIBUTION OF POST MYOCARDAIL INFARCTION PATIENTS ACCORDING TO OCCUPATION 
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FIGURE – 4.3 DISTRIBUTION OF FAMILY HISTORY AMONG POST MYOCARDIAL INFARCTION PATIENTS  
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TABLE - 4.2 
DISTRIBUTION OF ACTIVITIES OF DAILY LIVING ACCORDING TO THE 
LEVEL OF INDEPENDENCE IN THE EXPERIMENTAL GROUP.  
        n= 30 
Sl. 
no 
Level of 
Independence 
Scoring 
Experimental group 
Frequency 
(f) 
Percentage 
(%) 
Mean SD 
1 Independent  7-12 29 96.67 
11.76 1.09 2 Interdependent 1-6 1 3.33 
3 Dependent  0 0 0 
 
              Table 4.2 shows that out of 30 subjects, 29(96.67 %) were independent and 
only 3.33% were interdependent in carrying out their activities of daily living. This 
reveals that maximum number of patients were ready for education prior to 
intervention. 
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FIGURE 4.4 DISTRIBUTION OF ACTIVITIES OF DAILY LIVING ACCORDING TO THE LEVEL OF INDEPENDENCE IN THE 
EXPERIMENTAL GROUP 
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TABLE - 4.3 
DISTRIBUTION OF LIFESTYLE PRACTICES OF THE  
EXPERIMENTAL GROUP 
 
          n= 30 
Lifestyle  
practices 
Scoring f % Mean SD 
Poor  0-34 0 0 
62.3 
 
9.67 
 
Fair 35-54 5 16.67 
Good 55-69 20 66.66 
Very Good 70-84 5 16.67 
Excellent 85-100 0 0 
      
Table 4.3shows that out of the 30 samples, 20(66.66%) of them had good practice and 
5(16.67%) had either fair or a very good lifestyle practices and none of them had an 
excellent lifestyle. This reveals, the essentiality of providing education to modify the 
lifestyle practices, in order to follow an excellent lifestyle. 
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FIGURE- 4.5 DISTRIBUTION OF LIFESTYLE PRACTICES OF THE EXPERIMENTAL GROUP 
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TABLE – 4.4 
DISTRIBUTION OF LEVEL OF KNOWLEDGE ON LIFESTYLE 
MODIFICATION IN EXPERIMENTAL AND CONTROL GROUP 
          n= 60 
Sl 
no 
Level of 
knowledge 
Experimental Group Control Group 
f 
(%) Mean SD f (%) Mean SD 
1 
Inadequate 
knowledge 0 - 
21.86 2.20 
19 63.33% 
10.57 3.49 2 
Moderate 
knowledge 2 6.67% 11 36.67% 
3 
Adequate 
knowledge 28 93.33% 0 - 
 
Table (4.4) shows that the level of knowledge about lifestyle modification in the 
experimental and control group. The data reveals that in the experimental group none 
of them had inadequate knowledge, 2 (6.67%) patients had moderate knowledge, and 
a total of 28(93.33%) had adequate knowledge due to individualized education. In the 
control group 19(63.33%) patients had inadequate knowledge, 11(36.67%) patients 
had moderate knowledge and no one had adequate knowledge. 
Table (4.4) reveals the mean knowledge level and standard deviation of the 
experimental group 21.86 (SD=2.20) and in the control group it was 10.57 (SD=3.49). 
Table (4.4) also reveals that the mean knowledge level and standard deviation of the 
experimental group was 21.86 (SD=2.20) which was higher than mean (10.57) and 
standard deviation (SD=3.49) of the control group. 
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FIGURE- 4.6 DISTRIBUTION OF LEVEL OF KNOWLEDGE ON LIFESTYLE MODIFICATION IN EXPERIMENTAL AND 
CONTROL GROUP 
0 6.67
93.33
63.33
36.67
0
0
10
20
30
40
50
60
70
80
90
100
Inadequate knowledge Moderate knowledge Adequate knowledge
P
E
R
C
E
N
T
A
G
E
Experimental Group
Control Group
LEVEL OF KNOWLEDGE ON LIFESTYLE MODIFICATION IN POST MYOCARDIAL INFARCTION PATIENTS
47 
 
 
TABLE – 4.5 
COMPARISON OF LEVEL OF KNOWLEDGE ON LIFESTYLE 
MODIFICATION IN EXPERIMENTAL AND CONTROL GROUP 
          n= 60 
Group Mean 
Mean 
difference 
„t‟-value df 
Table 
value 
Experimental 
group 
21.86 
11.3 14.72
*
 58 2.00 
Control group 10.57 
 
df- degree of freedom                    *level of significance 0.05  
 
Table (4.5) shows that the comparison of knowledge level between the experimental 
and control group. „t‟ test value was calculated using two mean  „t‟ test for 
independent sample. 
The calculated‟ value ( 14.72) is higher than the table value (2.00). Therefore, there is 
a significant difference in the post test knowledge score on lifestyle modification 
among experimental and control groups at 0.05 level. 
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TABLE 4.6 
ASSOCIATION OF LIFESTYLE PRACTICES WITH SELECTED 
DEMOGRAPHIC VARIABLES 
n=30 
S. 
no 
Demographic 
variables 
 Lifestyle practices 
Chi square 
value 
Table 
value 
Level 
of 
signif- 
icance 
Fair Good 
Very 
Good 
Age(years)  
12.59 NS 
1 30-39 1 2 1 
χ 2=4.25 
df=6 
2 40-49 2 7 1 
3 50-59 1 6 0 
4 ≥ 60 1 5 3 
Sex 
χ2=1.01 
df=2 
5.99 NS 1 Male 5 17 4 
2 Female 0 3 1 
Education 
χ2=2.88 
df=4 
9.49 NS 
1 Illiterate 0 2 0 
2 School level 4 17 5 
3 Undergraduate 1 1 0 
Religion 
 
χ2=19.12 
df=4 
9.49 S 
1 
Hindu 2 20 
3 
2 Christian 1 0 2 
3 
Muslim 
 
2 0 0 
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Occupation 
χ2=7.25 
df=6 
12.59 NS 
1 Unemployed 0 2 1 
2 Self-employed 2 14 2 
3 
Government 
employee 
0 1 1 
4 
Private 
employee 
3 3 1 
Marital Status 
χ2=1.07 
df=4 
9.49 NS 
1 Single 0 1 0 
2 Married 5 18 5 
3 Widowed 0 1 0 
Monthly Income 
χ2=3.91 
df=6 
12.59 NS 
1 ≤ 10,000 5 14 4 
2 10,001-20,000 0 1 0 
3 20,000-30,000 0 5 0 
4 ≥ 30,0001 0 1 0 
Type of family 
χ2=0.05 
df=2 
5.99 NS 1 Nuclear 4 15 5 
2 Joint 1 4 1 
Family history 
χ2=2.97 
df=2 
5.99 NS 1 Present 2 6 1 
2 Absent 2 14 5 
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Disease history 
χ2=7.515 
df=8 
15.50 NS 
1 Hypertension 0 3 0 
2 Diabetes 1 3 1 
3 
Hypertension 
and diabetes 
0 0 1 
4 Others 0 2 0 
5 None 3 13 3 
 
Note: NS- Non significant                       S- Significant  
df- Degrees of freedom                 Level of significance- 0.05  
 
Table 4:6shows the association of the lifestyle practices with their demographic 
variables. The calculated chi square value of religion 19.12 was higher than the table 
value (9.49). This was found to be statistically significant at 0.05 level. Therefore 
there was an association with the lifestyle practices and religion among post 
myocardial patients. No association was found with lifestyle practices and other 
demographic variables among post myocardial infarction patients. 
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CHAPTER - V 
RESULTS AND DISCUSSION 
 The present study was undertaken to identify the effectiveness of 
individualized education on lifestyle modification among post myocardial infarction 
patients. 
 The collected data of the present study was analyzed statistically and the 
results based on the objectives are discussed below: 
1. To assess the lifestyle practices of post myocardial infarction patients. 
Table 4.2 shows that out of 30 subjects, 29(96.67 %) were independent and 
only 3.33% were interdependent for carrying out their activities of daily living. This 
reveals that maximum number of patients were ready for education prior to 
discharge. 
Table 4.3 shows that out of the 30 samples, 20(66.66%) of them had good 
practice and 5(16.67%) had either fair or a very good lifestyle practices. None of 
them had an excellent lifestyle .This emphasizes the importance of education to 
modify the lifestyle practices and to have a healthy lifestyle. 
Stephanie E. et.al.,(2006) conducted a study at the Harvard school of public health 
and prospectively monitored 42,847 men out of which 2183 had  coronary heart 
disease. Five lifestyle factors such as absence of smoking, low body mass index, 
moderate-tovigorous activity, moderate alcohol consumption and healthy diet had 
declined the risk for coronary heart disease. Men, who practicedall the five lifestyle 
practices, had a lower risk of disease in comparison with those who practiced none of 
them.With five healthy lifestyle practices, sixty-two percentof coronary events  had 
been prevented .Also,fifty-seven percentage of coronary events were prevented with 
low-risk lifestyle among men who were taking medication forhypercholesterolemia or 
hypertension in contrast with the men who did not change their lifestyle during their 
follow-up. These findings highlight the importance of lifestyle changes after 
myocardial infarction. 
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 2. To assess the effectiveness of individualized education on lifestyle 
modification. 
Table (4.4) shows that the level of knowledge about lifestyle modification in 
the experimental and control group. The data reveals that in the experimental group 
0(0%) patients had inadequate knowledge, 2 (6.67%) patients had moderate 
knowledge, and a total of 28(93.33%) had adequate knowledge due to individualized 
education. In the control group 19(63.33%) patients had inadequate knowledge, 
11(36.67%) patients had moderate knowledge and none of them had adequate 
knowledge. 
Table (4.4) also reveals that the mean knowledge level and standard deviation 
of the experimental group was 21.86 (SD=2.20) and in the control group it was 10.57 
(SD=3.49). 
Table (4.4) also reveals that the mean knowledge level and standard deviation 
of the experimental group was 21.86 (SD=2.20) higher than the mean (10.57) and 
standard deviation (SD=3.49) of the control group.              
Table (4.5) shows that the comparison of knowledge level between the 
experimental and control group. The calculated‟ value (14.72) was higher than the 
table value (2.00). Therefore there was a significant difference noted in the post test 
knowledge score on lifestyle modification among experimental group at 0.05 level. 
Knowledge is a significant pre-requisite to implement lifestyle modification. 
Muhammad S Khan (2006) conducted a study to assess the level of knowledge of 
changeable risk factors among patients admitted in a tertiary care hospital in Karachi, 
Pakistan. A structured questionnaire was used to conduct interview among 720 
subjects. The knowledge of four modifiable risk factors of cardiovascular diseases 
such as smoking, obesity,exercise and fatty food consumption were assessed. The 
findings highlighted that there was lack of knowledge on modifiable risk factors for 
heart disease. 
Niamh Garvey, Brendan Noonan (2011) conducted a literature review in 
which individualized education was identified as the most effective needamong post 
myocardial infarction patients. Educational preferences, social factors and stage of 
recovery needs were individually assessed. Education specific to the individual 
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patient were compiled and the most appropriate education method was chosen 
through which the information can be delivered. 
3. To associate the lifestyle practices with selected demographic variables 
Table 4:6shows the association of the lifestyle practices with demographic 
variables among post myocardial infarction patients.  
The table shows the calculated chi square value of religion which was 19.12, 
was higher than the table value (9.49). This was found to be statistically significant at 
0.05 level. Therefore there was an association with the lifestyle practices and religion 
of post myocardial patients. No association was found with lifestyle practices and 
other demographic variables among post myocardial infarction patients. 
 
R. B Singh et al.,(1997) in their cross-sectional Indian social class and heart survey 
studied the association of socioeconomic status with prevalence of coronary artery 
disease and coronary risk factors among north Indians. The population was divided 
into social classes one to four based on their ownership of land occupation, education, 
housing conditions, per capita income and ownership of consumer durables. The 
social classes one and two were mostly high and middle income socio-economic 
groups and three and four were low income groups. the results showed a significant 
higher prevalence of  hypertension ,hypercholesterolaemia and sedentary lifestyle 
among classes one and two  in both sexes. The population also  associatied higher 
serum cholesterol, bodymass index, triglycerides and blood pressures .Thus,survey 
concluded that high and middle socio-economic groups have  higher prevalence of 
coronary arterydisease and its  risk factors such as, higher body mass index, 
hypercholesterolaemia,hypertension and sedentarylifestyle. 
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CHAPTER - VI 
SUMMARY, CONCLUSION, NURSING IMPLICATIONS AND 
RECOMMENDATIONS 
   This chapter represents the summary, conclusion, implications and 
recommendations which create a base for researcher for evidence based practice. 
SUMMARY  
An effective educational strategy is the need of the hour in post myocardial 
infarction patients. Although advancement in medical innovations makes a 
breakthrough in cardiac science, the incidence of myocardial infarction is still on the 
rise. This is primarily due to the lifestyle practice adopted by majority of 
individuals. This incidence can be brought down enormously by their lifestyle 
practices. Since, the lifestyle practice of each individual varies it was decided to 
assess them individually and to teach about the lifestyle modifications. 
This study was selected “to assess the effectiveness of individualized 
education on lifestyle modification among post myocardial infarction patients in 
GKNM Hospital, Coimbatore” 
Orem‟s general theory of nursing was adopted for conceptual framework. An 
extensive review of literature, expert‟s guidance lead the researcher to design the 
methodology.True experimental, posttest only control group design was selected for 
this study. Pilot study was conducted for 2 weeks to assess the reliability and 
feasibility of the tool. 
 The main study was conducted from 28.07.13 to 24.08.13. 60 samples were 
selected by using convenient sampling technique. Data collection was done for a 
period of 4 weeks. A sample of 60 post myocardial infarction patients were selected 
by using  non-probability convenient sampling technique, 30 in each experimental and 
control group. Initially, demographic data was collected in both groups. Further, in the 
experimental group, the activities of daily living were assessed to know the readiness 
of the patient for education and the lifestyle practices was assessed. Based on these 
practices, individualized education on the lifestyle modification after myocardial 
infarction was given. Following which post test on the knowledge regarding the 
lifestyle modification after myocardial infarction was assessed using structured 
interview questionnaire which was carried out on the next day after education among 
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the experimental and control groups. The collected data was analyzed using both 
descriptive and inferential statistics.  
  The findings of the study showed that the knowledge level was higher in those 
who received individualized education than those who did not receive individualized 
education on lifestyle modification.  
CONCLUSION  
  Thus, the study concluded that individualized education on the lifestyle 
modification was a highly effective, eminent and cost-effective intervention for 
improving the knowledge and created awareness among post myocardial infarction 
patients and helped them to adopt a healthy lifestyle. 
 
NURSING IMPLICATIONS  
Nursing has now bloomed as a profession and we ought to implement our 
knowledge and experience in all the spheres of the profession such as nursing service, 
education, research and administration; which paves the way for better future for 
nurse professionals. The findings of this study have implications for the areas of 
nursing practice, nursing education, nursing administration and nursing research.  
 
Nursing practice  
 Nurses are in a prime responsible position to assess patient‟s educational needs 
and with the help of evidence-based practice and research findings, nurses can 
implement educational programmes that will provide the most effective 
education for the individual patient . 
 A protocol on lifestyle modifications post myocardial infarction can be 
prepared and taught to the patients. 
 Nurses can play a vital role in motivating the post myocardial infarction   
patients to implement lifestyle modification through innovative techniques and 
counselling. 
 Nurses can develop evidence based practise and include individualized 
education as an integral nursing intervention 
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Nursing Education  
                  Findings of the present study have an implication in nursing education.  
 Nursing curriculum need to be strengthened to enable students to know about 
the current advancements in the prevention of myocardial infarction and 
imparting lifestyle changes in patients and utilize evidence based findings. 
 Nursing curriculum should inculcate clinical experience for conducting 
individualized educational programmes for nursing students. 
 The nurse educator should arrange in-service education program for the 
student nurses and continued nursing education for the staff nurses by 
regularly updating their knowledge on the aspect of lifestyle modification to 
prevent myocardial infarction. 
 This study emphasis the need for the preparation and use of effective audio 
visual modules and for developing good teaching skills on lifestyle 
modification strategies among student and staff nurses , who plays a key role 
in assessing and managing the cardiac patients. 
Nursing Administration    
 Continuous quality assessment can be done by the hospital administrators to 
evaluate and reconstruct and adopt evidence-based lifestyle modification 
techniques. 
 Should incorporate in- service education during the induction programme to 
update the knowledge of the novice nurses. 
 Surveys may be conducted and teaching programmes may be organized at 
community settings to create awareness on lifestyle changes to prevent cardiac 
events. 
 Should implement mass media interventions to make the public aware of the 
prevention of myocardial infarction. 
 
 
57 
 
Nursing Research 
 The essence of the study findings may help develop a body of knowledge about 
providing on individualized education on lifestyle modification among post 
myocardial infarction patients. 
 Evidence based nursing practice must take higher profile in order to increase the 
awareness about lifestyle modification and help patients to implement these 
changes in their life. 
 Nurses and nursing students should be encouraged to undertake the research 
projects on lifestyle modifications after myocardial infarction. 
 Sharing the result of the research is vital reports of meeting and articles in 
professional journals will assist in disseminating the findings. 
RECOMMENDATIONS  
This study recommends the following for further research  
 A study can be done for larger samples at different settings. 
 A study can be conducted to assess the knowledge of the nurses working in the 
cardiac unit regarding lifestyle changes to be implemented after myocardial 
infarction. 
 Health education on methods for leading a healthy life can be given at school 
level. 
 The hospital management can form a cardiac rehabilitation team and help patients 
to recover from myocardial infarction and lead a healthy life.  
 
 
 
 
 
 
  
ABSTRACT 
An experimental study was conducted to “assess the effectiveness of individualized 
education on lifestyle modification among post myocardial infarction patients in 
GKNM Hospital, Coimbatore”. Objectives: 1.To assess the lifestyle practices of post 
myocardial infarction patients.2. To assess the effectiveness of individualized 
education on lifestyle modification among post myocardial infarction patients. 3.  To 
associate the lifestyle practices with selected demographic variables. Research 
design: True experimental, post test only control group design. Setting: Cardiac 
wards of G. Kuppuswamy Naidu Memorial Hospital, Coimbatore. Samples: Sixty 
subjects were selected who fulfilled the inclusion criteria. Sampling techniques: 
Convenient sampling technique. Conceptual framework:The conceptual framework 
used for this study was the Orem‟s general theory of nursing. Methods: A true 
experimental, posttest only control group design was adopted. A sample of 60 post 
myocardial infarction patients were selected by using non-probability convenient 
sampling technique, 30 in each experimental and control group. Initially, 
demographic data was collected in both groups. Further, in the experimental group, 
the activities of daily living were assessed to know the readiness of the patient for 
education and the lifestyle practices was assessed. Based on these practices, 
individualized education on the lifestyle modification after myocardial infarction was 
given. Following which post test on the knowledge regarding the lifestyle 
modification after myocardial infarction was assessed using structured interview 
questionnaire which was carried out on the next day after education on both the 
groups. The collected data was analyzed using both descriptive and inferential 
statistics. Result: The mean knowledge level score and standard deviation of the 
experimental group was 21.86 (SD=2.20) higher than mean (10.57) and standard 
deviation (SD=3.49) of the control group and „t‟ value 14.72.Two mean „t‟ for 
independent samples showed a significant difference in the post test knowledge score 
on lifestyle modification among experimental and control group at 0.05 level. This 
finding indicated that the individualized education was highly effective. Conclusion: 
The study concluded that, individualized education on the lifestyle modification was 
highly effective, eminent and cost-effective intervention for improving the knowledge 
and creating awareness among post myocardial infarction patients about the lifestyle 
modification and helped them to adopt a healthy lifestyle post myocardial infarction. 
  
REFERENCES 
BOOKS 
1. Arelena, P. (1996). Medical Surgical Nursing. (1st edition). New York: Saunders 
Publishers. 
2. Basavanthappa, B.T. (2003). Nursing Research. (Ist edition). New Delhi: 
Jaypee Brothers Publications. 
3. Basvanthappa, B. T. (2007). Nursing Theories (1st edition). New Delhi: Jaypee 
Brothers Medical Publishers. 
4. Black, J.M. (2001). Medical Surgical Nursing. Singapor: W. B. Saunder‟s 
Company. 
5. Black, J.M., & Jacobs, E.M. (2007). Medical Surgical Nursing. (5th edition). 
Philadelphia: W.B.Saunders Company. 
6. Black, M. Joyce., (2001). Textbook of Medical Surgical Nursing. Edition.New 
York: Saunders Publishers 
7. Brunner & Suddarth., (2010). Medical and Surgical Nursing. 10th 
edition.Williams and Wilkins. 
8. Burns, N., and Groove, S.K. (2002). Understanding Nursing Research. (2nd 
edition). New Delhi: Harcourt (India) Private Limited Publication. 
9. Daniel, W.W. (2004). Biostatistics- A Founder for Analysis in Health Science. 
(7th Edition). New Delhi: Pushpa Prince Service. Education. 
10. Dennis, F., Pollit., & Bernadette. (2004). Nursing research. 
LippincottWilliams and Wilkins.. 
11. Elakkuvana Bhaskara Raj, D. (2011). Nursing Theories: A Practical View.1st 
edition. Bengaluru: Jaypee Brothers Medical Publishers Pvt Ltd.  
12. Elenar, T., and Tceece. (1982). Essentials of Research in Nursing. (2nd edition). 
London: Mosby publications. 
13. Eric, J.Topol., (2002). Textbook of Cardiovascular medicine. 2nd 
edition.Lippincott & Williams and Wilkins. 
14. Ewen, M.M., & Wills, M.E. (2007). Theoretical basis for nursing. Philadelphia: 
Lippincott Williams and Wilkins. 
15. George, J.B. (1990). Nursing theories. Norwalk. Appleton and Lange. 
16. Gupta, S.P., (2005). Statistical Methods. (32nd edition). New Delhi: Sultan 
Chand & Sons Education Publishers. 
  
17. Huntsberger, D.V., and Billingsley, P.P. (1989). Statistical Inference. (6th 
edition).United States of America: Brown Publishers. 
18. Ignastsvicius, D.D., & Linda, W. (2004). Text Book Of Medical Surgical 
Nursing. (4th Edition). Philadelphia: W.B. Saunders Company. 
19. Julia, B, George. (2011). Nursing Theories (6th edition). Noida: Parison 
Publications    
20. Kathleen, Shafer., Janet, R. et al. (2004). Medical Surgical Nursing. (7th 
edition). New Delhi: B.I. Publication. 
21. Kenneth, S. (2002). Research Design and Methods. (4th Edition). Boston: 
McGraw Publication. 
22. Kothari, C.R. (1996). Research methodology. New Delhi: Vishwa Prakshan 
Publishers. 
23. Kozier., Erb, G. et.al (2004). Fundamentals of Nursing. (7th edition). New 
Delhi: Pearson. 
24. Lewis, S.M. (2006). Medical Surgical Nursing. London: Mosby Publications. 
25. Lynda, D. Urdan., (2010). Critical care Nursing. 6th edition. Mosby       
Publishers 
26. Lynda, S. Williams., (2003). Medical Surgical Nursing. 2nd edition. 
Philadelphia: F A Davis Company. 
27. Lynn Basford., (2005). Theory and Practice of Nursing. 2nd edition. Nelson 
Thornes Publishers. 
28. Mahajan, B.K. (2007). Methods In Biostatistics. (7th Edition). New Delhi: 
Jaypee Brothers publication. 
29. Manoharan, M., Palanichami, S. (1997). Statistical Methods. (1st edition). 
Tamil Nadu: Palani Paramount Publications. 
30. Martha., & Marriner, Tomey. et al. (2003). Nursing Theory Utilization and 
Application. (2nd edition). Chicago: Lippincott Publishers. 
31. Merlin, E.P. (2007). Nursing Theories and Nursing Practice. (1st Edition). New 
Delhi: Jaypee Publication. 
32. Negi, K.S. (2006). Biostatistics. (2nd Edition) NewDelhi : AITBS Publication. 
33. Park, K., (2010). Textbook of Social & Preventive Medicine. 22nd edition.New 
Delhi: Banarsidas Bhanot publishers. 
34. Pillai, R.S.N., & Bagavathi. (2003). Practical Statistics. (2nd edition). New 
Delhi: Chand and Sons Company Publication. 
  
35. Polit, D.F., & Beck, C.T. (2006). Nursing Research. (7th edition). New Delhi: 
Wolters Kluwer Health publication. 
36. Polit, D.F., & Hungler, B.P. (1999). Nursing Research: Principles And Methods 
(6
th
 ed.). Philadelphia: Lippincott publishers. 
37. Potter, P., & Perry, A.G. (2006). Fundamentals of Nursing. (5th edition). St. 
Louis: Lippincott Publication. 
38. Prabhakara, G.N. (2006). Biostatistics. (Ist edition). New Delhi:Jaypee 
Brothers Publications. 
39. Ruth, F. Craven., & Constance, J. Hirnle. (2006). Fundamentals of Nursing. 
5th Edition. Philadelphia: Lippincott Williams & Wilkins Publications.  
40. Sembulingam, K., &Prema, Sembulingam. (2005). Essentials of Medical 
Physiology. (3rd edition). New Delhi: Jaypee Publication. 
41. Sharon, L. Lewis., Shannon, Ruff, Dirksen., Margaret, McLean, 
Heitkemper., & Linda, Bucher., (2006). Medical Surgical Nursing. (7th 
Edition). London: Mosby Publications. 
42. Smeltzer, S. C., & Baer, B. G. (2008). Textbook of Medical Surgical Nursing. 
(10th edition). Philadelphia: Lippincott Publication. 
43. Spielberger, C. D. (1992). Trends in theory and research on anxiety. New York: 
Academic Press 
44. Sunder Rao., & Richard, J. (1996). An Introduction to Biostatistics. (3rd 
edition). New Delhi: Vora Medical publications. 
45. Suresh, K, Sharma. (2011). Nursing Research & Statistics (1st edition) Noida: 
Elsevier publications. 
46. Susan, L. Wood., (2011). Cardiac Nursing. 6th edition. Lippincott Williams & 
Wilkins. 
47. Wesley, L. (1992). Nursing Theories and Models. (5th edition). Pennsylvania: 
Springhouse Corporation. 
48. WHO. (2004). Atlas of Heart Disease and Stroke. 
 
 
 
 
 
  
JOURNALS 
1. Abhinav Goyal & Salim Yusuf(2006).The burden of cardiovascular disease in the 
Indian subcontinent, Indian Journal Medical Research.124,235-244. 
2. Ali Janati ,Hossein Matlabi et al.,(2011).Socioeconomic Status and Coronary 
Heart Disease Health Promotion Perspectives, 1(2),105-110. 
3. Alexander Chernobelsky , M. Dominique Ashen, et al.,(2007).High Density 
Lipoprotein Cholesterol: A potential Therapeutic Target for Prevention of Coronary 
Artery Disease,Preventive Cardiology ,10(1), 26-30. 
4. Barnoya J, Glantz SA.,(2005). Cardiovascular effects of second-hand smoke: 
nearly as large as smoking. Centre for Tobacco Control Research and Education, 
Circulation. 24; 111(20):2684-98. 
5. Bellman C, et al.,(2009). Achievement of secondary preventive goals after acute 
myocardial infarction: a comparison between participants and nonparticipants in a 
routine patient education program in Sweden. Journal of Cardiovascular 
Nursing,24(5),362-8. 
6. Biju Poulose , Krishnamachari Srinivasan. (2009).High risk behaviours 
following alcohol use in alcohol dependent men. Indian Journal Medical 
Respiratory. 35(5),74-79. 
7. Blumenthal ,JA, Babyak MA, Carney RM(2004).Exercise, Depression, and 
Mortality after Myocardial Infarction in the ENRICHD Trial. Medical Science 
Sports Exercise, 36(5), 746-755. 
8. Buckley T, McKinley S (2007).The effect of education and counselling on 
knowledge, attitudes and beliefs about responses to acute myocardial infarction 
symptoms. European Journal of Cardiovascular  Nursing,6(2),105-11. 
9. Biyik and Ergene(2007).Alcohol and acute myocardial infarction. The Journal of 
International Medical research,35(1),46-51. 
10. Canto J G(2012).Association of age and sex with myocardial infarction symptom 
presentation and in-hospital mortality.The journal of the American Medical 
Association, 307(8),813-22. 
11. Carlsson.R, et al.,(1997) .Influence of coronary nursing management follow up on 
lifestyle after acute myocardial infarction.Heart,77(3),256-259. 
  
12. Cook NR, et al., (1998).Effect of change in sodium Excretion on change in blood 
pressure corrected for measurement error. The Trials of Hypertension Prevention, 
Phase I. American Journal of Epidemiology,148(5),431–444. 
13. Daniel, C.R. et al., 2011. A cross-sectional investigation of regional patterns of diet 
and cardiometabolic risk in India. Nutrition Journal,10 ,12-15. 
14. Daniel E. Hilleman, et al.,(2004) Comparison of Conservative and Aggressive 
Smoking Cessation Treatment Strategies Following Coronary Artery Bypass Graft 
Surgery .Chest,125,435–438. 
15. Duryee R (1992). The efficacy of inpatient education after myocardial infarction. 
Heart Lung ,21(3),217-25. 
16. Eakin EG, Glasgow RE, et al.,(2000). Review of primary care-based physical 
activity intervention studies: effectiveness and implications for practice and future 
research. Journal of Family Practice,49(2),158–68. 
17. Edwin J Whitney , Richard A. Krasuski, et.al.,( 2005).A Randomized Trial of a 
Strategy for Increasing High-Density Lipoprotein Cholesterol Levels: Effects on 
Progression of Coronary Heart Disease and Clinical Events.Annalsof Internal 
Medicine,142,95-104. 
18. Elliott P, Jeremiah Stamler, et al.,.( 1996 )Intersalt revisited: further analyses of 
24 hour sodium excretion andBlood pressure within and across populations. 
Intersalt Cooperative Research Group. British Medical Journal, 312,1249 –1253. 
19. Estabrooks PA, Glasgow RE, Dzewaltowski D.(2003)., Physical activity 
promotion through   primary care. Journal of the American Medical 
Association,289(22),2913–6. 
20. Franklin B, de Jong A, Kahn JK,et al.,( 2004) Fitness and mortality in the 
primary and secondary   prevention of coronary artery disease: Does the effort 
justify the outcome? American JournalSports Medicine, 6,23–27. 
21. Fioretti F,et al.,(2000) Menopause and risk of non-fatal acute myocardial 
infarction: an Italian case-control study and a review of the literature.Human 
reproduction15(3):599-603 
22. Fuchs CS,et.al.,( 1995)., Alcohol consumption andmortality among women. The 
New England Journal of Medicine, 332,1245-50. 
23. Gupta. R, et al., (2008). Epidemiology and causation of coronary heart disease and 
stroke in India. Heart 94(1),16-26. 
  
24. Gupta. R, et al.,(1994). Educational status, coronary heart disease, and coronary 
risk factor prevalence in a rural population of India.British Medical Journal 
309(6965):1332-6 
25. Hanssen TA, Nordrehaug JE, Hanestad BR.,(2005) A qualitative study of the 
information needs of acute myocardial infarction patients, and their preferences for 
follow-up contact after discharge.European Journal of Cardiovascular Nursing,4(1) 
37-44 
26. Hye-Sun Jeong, et al.,(2002) An individualized teaching program for 
atherosclerosis risk factor reduction in patients with myocardial infarction,43(1),93-
100. 
27. J.A. Iestra, et al., (2005).,Effect Size Estimates of Lifestyle and Dietary Changes 
on All-Cause Mortality in Coronary Artery Disease Patients-A Systematic 
Review.Circulation,112,924-934. 
28. Johnston D W(1999) Lifestyle changes after a myocardial 
infarction,Heart,1999,82,543-544 
29. Joshi P,et al.,(2006). Risk factors for early myocardial infarction in South Asians 
compared with individuals in other countries. Journal of the American Medical 
Association. 297(3),286-94. 
30. J S Skinner, A Cooper, and G S Feder(2007) Secondary prevention for patients 
following a myocardial infarction: summary of NICE guidance,Heart,93(7),862-864 
31. Li S, Chiuve SE,(2013). Better diet quality and decreased mortality among 
myocardial infarction survivors. Heart, 77(3):256-9. 
32. Lindberg G, Westin L, et al.,(1997) Influence of coronary nursing management 
follow up on lifestyle after acute myocardial infarction 
33. Mohan.V.et al., (2005)Association of physical inactivity with components of 
metabolic syndrome and coronary artery disease-The Chennai Urban Population 
Study (CUPS).Diabetic Medicine,22,1206-11 
34. Mohan.V, S. Sandeep, R. Deepa, B. Shah& C. Varghese(2007).Epidemiology of 
type II Diabetes: Indian Scenario, Indian Journal Medical Research.125,217-230 
35. Naresh R.Makwana, et al.,(2007).A Study on Prevalence of Smoking and Tobacco 
Chewing among Adolescents in rural areas of Jamnagar District, Gujarat State. 
Journal of Medical Science and Research 30, 36-38 
  
36. Niamh Garvey et al., British Journal of Cardiac Nursing, Providing individualized 
education to patients post myocardial infarction: A literature review.6(2), 73 - 79  
37. Oterhals K, Hanestad BR,et al.,(2006) The relationship between in-hospital 
information and patient satisfaction after acute myocardial infarction. European 
Journal of Cardiovascular Nursing,5(4)303-10. 
38. Prakash C. Deedwania et al.,(2012) Association of Educational, Occupational and 
Socioeconomic Status with Cardiovascular Risk Factors in Asian Indians: A Cross-
Sectional Study.Public library of Science7(8) 
39. Rastogi T,et al.,(2004) Diet and risk of ischemic heart disease in India. American 
Journal of Clinical Nutrition,79(4),582-92. 
40. Riegel B, Gocka I.(1995) Gender differences in adjustment to acute myocardial 
infarction. Heart Lung. 24(6),457-66. 
41. R. B. Singh et al.,(1997).Social class and coronary disease in a rural population of 
north India. European Heart Journal,18,588-595. 
42. Roohafza H, et al.,(2013).Opium decreases the age at myocardial infarction and 
sudden cardiac death: a long- and short-term outcome evaluation,Archives of 
Iranian medicine 16(3),154-60. 
43. Ron T. van Domburg,et al.,(2000).Smoking Cessation Reduces Mortality After 
Coronary Artery Bypass Surgery: A 20-Year Follow-up Study.Journal 
oftheAmerican College of Cardiology,36,878 – 883   
44. S.B. Sharma, S. Dwivedi, et al.,(2005).Coronary risk variables in young 
asymptomatic smokers, Indian Journal Medical Respiratory,122, 205-210 
45. S.K. Jindal, A et al.,(2006)Tobacco smoking in India: Prevalence, Quit rates and 
respiratory morbidity. The Indian Journal of Chest Diseases and Allied 
Sciences,48,134-240. 
46. Schorr U , Blaschke K, Turan S(1998),Relationship between angiotensinogen, 
leptin and bloodpressure levels in young normotensive men.Journal of 
Hypertension,16, 1475-80. 
47. Shishir Karthik, et al .,(2006) Risk factor awareness and secondary prevention of 
coronary artery disease: are we doing enough?Interactive cardiovascular and 
thoracic surgery, 391, 26-27. 
48. Stampfer MJ, et al (1988).A prospective study of moderate alcohol consumption 
and the risk of coronary heart disease and stroke in women. New English Journal of 
Medicine; 319 ,267-73. 
  
49. Steinke E, Patterson-Midgley P(1996). Sexual counseling following acute 
myocardial infarction,Clinical Nursing research,5(4),462-72 
50. Steinke EE, Swan JH(2004).Effectiveness of a videotape for sexual counseling 
after myocardial infarction.Research in Nursing Health,27(4),269-80. 
51. Stephen J Bunker et al.,( 2003) “Stress” and coronary heart disease: psychosocial 
risk factorsMedical Journal of Australia,178, 17  
52. Stewart DE, Abbey SE et al., (2004) Gender differences in health information 
needs and decisional preferences in patients recovering from an acute ischemic 
coronary event. Psychosomatic Medicine,66(1),42-8. 
53. T.N. Sugathan ,C.R. Soman& K. Sankaranarayanan.( 2008).Behavioural risk 
factors for non communicable diseases among adults in Kerala, India .Indian 
Journal of Medical Research,.41(8),45-63 
54. V. Mohan, Deepa. (2006).Obesity & abdominal obesity in Asian Indians, Indian 
Journal Medical Research ,123, 593-596. 
55. Van’t veer p et al., Jansen MC, Klerk M, Kok FJ.( 2000).Fruits and vegetables in 
the prevention of cancer and cardiovascular disease. Public Health Nutrition;3,   
103-7. 
56. Vestfold Heartcare Study Group. (2003) Influence on lifestyle measures and five-
year coronary risk by a comprehensive lifestyle intervention programme in patients 
with coronary heart disease. European Journal of Cardiovascular Prevention and 
Rehabilitation,10(6),429-37. 
57. Vincent K.F.Mok(2013) Acontrolled Trial of a nurse follow-up Dietary 
intervention on maintaining a heart healthy dietary pattern among patients after 
myocardial infarction.28(3),256-266 
58. Yusuf S, et.al(2004).Effect of potentially modifiable risk factors associated with  
myocardial infarction in 52 countries(the INTERHEART study): case-control study. 
The Lancet, Volume 364, Issue 9438, Pages 937 - 952, 11 . 
59. Yurtdaş M, Aydın MK. Acute myocardial infarction in a young man; fatal blow 
of the marijuana: a case report. Korean Circulation Journal.,42(9),641-5 
60. Y Liu and H Tanaka (2002) Overtime work, insufficient sleep and risk of non-
fatal acute myocardial infarction on Japanese men,Occupational and Environmental 
medicine,59(7),447–451 
 
  
e – REFERENCES 
1. http://www.medindia.net/patients/lifestyleandwellness/heartattack-lifestyle-risks., 
2. http://www.patient.co.uk/health/relaxationexercises 
3. http://www.worldheart.org/urbanization 
4. http://atvb.ahajournals.org 
5. http://www.who.int/cardiovascular_diseases/about_cvd/en/ 
6. http://www.nhs.uk/chq/Pages/2442.aspx 
7. http://www.ncbi.nlm.nih.gov/pubmed/1592611 
8. http://www.ncbi.nlm.nih.gov/pubmed/14747636 
9. http://www.ncbi.nlm.nih.gov/pubmed/15264265 
10. http://circ.ahajournals.org/content/114/2/160. 
11. http://www.nejm.org/doi/full/10.1056/NEJM199404283301719 
12. http://bjcardio.co.uk/2011/08/lifestyle-advice-and-drug-therapy-post-myocardial-
infarction-a-survey-of-uk-current-practice/ 
13. http://www.scai.org/SecondsCount/Resources/Detail. 
14. http://www.ncbi.nlm.nih.gov/pubmed/10686203 
15. http://annals.org/article.aspx?articleid=707342 
16. http://www.ncbi.nlm.nih.gov/pubmed/19042703 
17. http://www.ncbi.nlm.nih.gov/pubmed/19042703 
18. http://www.ncbi.nlm.nih.gov/pubmed/7989211 
19. http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3425028/ 
20. http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3430674/#pone.0044098- 
21. http://www.ncbi.nlm.nih.gov/pubmed/19359764 
22. http://www.livestrong.com. 
23. http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2154238/ 
24. https://www.healthcare.uiowa.edu/igec/tools/function/katzADLs.pdf 
25. www.lyndapedley.com/wp/wp-content/uploads/.../fantastic-lifestyle.doc 
 
OTHER REFERENCES 
1. Aparna  kuna,Poshadri(2013). Phytoesterols for heart. Health 90(9),35-38 
2. Bauman A, Bellew B, Vita P, Brown W, Owen N. (2002) Getting Australia 
active: Towards better practice for the promotion of physical activity. National 
Public Health Partnership. 
  
3. Jeannine S. Schiller, et al(2012) Centre for disease control, Vital health 
statistics, Summary Health Statistics for U.S. Adults: National Health 
Interview Survey, 2011,10(256),13. 
4. IOM (Institute of Medicine), 2010. Promoting cardiovascular health in the 
developing world: A critical challenge to achieve global health 
5. Janet M. Torpy(2007),Chronic Stress and the Heart,The Journal of the 
American Heart Association 298(14),1722 
6. Leon AS, Sanchez OA.( 2001) Response of blood lipids to exercise training 
alone or combined with dietary intervention.Medicine and Science in Sports 
and Exercise;33(6 Suppl):S502–15. 
7. Nancy R Cook , et al.,(2007). Long term effects of dietary sodium reduction 
on cardiovascular disease outcomes: observational follow-up of the trials of 
hypertension prevention(TOHP). British Medical Journal, 
doi:10.1136/bmj.39147.604896.55 (published 20 April 2007) 
8. National Collaborating Centre for  Primary Care .Post Myocardial Infarction -
Secondary prevention in primary and secondary care for patients following a 
myocardial infarction Full guideline – Final Version May 2007  
9. Petrella RJ, Lattanzio CN.( 2002) Does counseling help patients get 
active? Systematic review of the literature. Canadian Family 
Physician;48:72–80. 
10. Paul D. Thompson(2009).Exercise and Physical Activity in the Prevention 
and Treatment of Atherosclerotic Cardiovascular Disease, AHA Scientific 
Statement., circ.ahajournals.org/content/107/24/3109.long 
11. Smith, S. et al.,(2012). Urbanization and cardiovascular disease: Raising 
heart-healthy children in today‟s cities. The World Heart Federation 
12. Penny M. Kris-Etherton,et al.,(2003) Fish consumption and CVD,AHA 
scientific statement.atherosclerosis, thrombosis and vascular biology 
,American heart association journal,8-9  
13. Stephanie E. Chiuve, et al.,(2006) Healthy Lifestyle Factors in the Primary 
Prevention of Coronary Heart Disease Among Men Preventive Cardiology 
Circulation.circ.ahajournals.org 
14. Uysal H, Ozcan S.(2013) The effect of individual education on patients' 
physical activity capacity after myocardial infarction. International Journal of 
Nursing Pracice 2013 Nov 15. doi: 10.1111/ijn.12193. 
i 
 
APPENDIX – A 
PERMISSION TO CONDUCT THE STUDY 
 
Ms.Jessy Sanjeevini.R  II year M.Sc Nursing Student conducted a study 
on“A Study to Assess the  Effectiveness of  Individualized Education on 
Lifestyle Modification among Post Myocardial Infarction Patients in GKNM 
Hospital , Coimbatore” with the approval of the ethical committee during the 
academic year of 2013 – 2014 in GKNM Hospital, Coimbatore. This is the partial 
fulfillment of the requirement for award of the degree in Master of Science, 
Branch-I, Medical Surgical Nursing, subspecialty- Cardiovascular and Thoracic 
Nursing, by the Tamilnadu Dr. MGR Medical University. 
 
 
 
Dr. RamkumarRaghupathy, M.S., M.Ch.,FIAPS., MBA., 
DEAN 
 
  
 
 
 
 
 
 
 
ii 
 
APPENDIX – B 
LIST OF EXPERTS  
 
 
 
Dr.S.NATARAJAN. MD., MNANS., DM., FICS., FAPSC., 
HOD, Cardiology  
Department GKNM Hospital, 
Coimbatore- 641 037. 
 
 
Dr.S.MADHAVI, Ph.D (N)., 
Principal,  
KMCH College of Nursing, 
Coimbatore-641014. 
 
Prof. RAJI. K. MS.c (N), Ph.D (N)., 
HOD, Department of Medical and Nursing, 
KG College of Nursing, 
Coimbatore- 641 018. 
 
Prof. TAMILSELVI, M.Sc (N)., 
HOD, Department of Medical and Nursing, 
PSG College of Nursing, 
Coimbatore- 641 004. 
 
 
 
 
 
 
 
iii 
 
APPENDIX-C1 
DATA COLLECTION TOOL IN ENGLISH  
SECTION-A -STRUCTURED INTERVIEW QUESTIONNAIRE ON 
DEMOGRAPHIC DATA 
Instructions: 
 Please give appropriate information to the following questions asked. The 
information obtained will be kept confidential and is used only for the intended 
work. 
 
1. Age in years    a) 30-39      
b) 40-49     
c) 50-59        
            d)>60                 
 
2. Sex                    a) Male                                   
b) Female        
 
3. Education         a) Illiterate       
                               b) School level       
c) Under graduate      
d) Post graduate       
 
4. Occupation         a) Unemployed      
     b) Self employed       
                                 c) Govt. employee      
                                 d) Private employee     
iv 
 
5. Religiona) Hindu  
                                 b) Christian 
                                 c) Muslim 
                                 d) Others 
6. Marital Status  a) Single 
 b) Married 
   c) Widowed 
   d) Divorced 
7. Type of family  a) Nuclear  
 b) Joint 
8. Monthly income: (In Rs/-) 
  a) <10,000 
 b) 10,001 – 20,000 
 c) 20,001 – 30,000 
  d) Above 30,000 
9. Do you have a family history of heart attack? 
    a) Yes 
 b) No 
10. Do you have any of these diseases?  
   a) Hypertension 
    b) Diabetes  
   c) Others 
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SECTION –B: ACTIVITIES OF DAILY LIVING ASSESSMENT 
SCALE 
Modified Katz Index of Independence Scale of Activities of Daily 
Living 
Total points :6-12= High(Patient independent),1-6=Moderate 
(patient interdependent), 0=Low (patient very dependent) 
ACTIVITIES 
 
INDEPENDENCE 
(2) 
INTERDEPENDENCE(1
) 
DEPENDENCE 
(0) 
No supervision, direction 
or personal assistance 
With direction or personal 
assistance 
With supervision, 
direction, personal 
assistance or total care 
BATHING 
 Bathes self completely 
Needs help in bathing only 
a single part of the body 
such as the back, genital 
area or disabled extremity. 
Needs help with 
bathing more than one 
part of the body, 
getting in or out of the 
tub or shower. 
Requires total bathing. 
DRESSING 
 
Gets clothes from closets 
and drawers and puts on 
clothes and outer 
garments complete with 
fasteners. May have help 
tying shoes. 
Needs help with dressing 
self 
 
Needs to be completely 
dressed. 
TOILETING 
 
Goes to toilet, gets on 
and off, arranges clothes, 
cleans genital area 
without help. 
Needs help transferring to 
the toilet only. 
Needs help transferring 
to the toilet, cleaning 
self or uses bedpan or 
commode 
MOBILITY 
 
Moves in and out of bed 
or chair unassisted. 
Mechanical transferring 
aides are acceptable. 
Needs help in moving 
from bed to chair 
 
Requires a complete 
transfer. 
CONTINENCE 
 
Exercises complete self 
control over urination 
and defecation. 
Is partially incontinent of 
bowel or bladder. 
Is totally incontinent of 
bowel or bladder 
FEEDING 
 
Gets food from plate into 
mouth witout help. 
Preparation of food may 
be done by another 
person. 
Needs partial help with 
feeding 
Needs  total help with 
feeding or requires 
parenteral feeding 
vi 
 
SECTION –C 
 LIFESTYLE QUESTIONNAIRE 
         0   1      2    3  4 
 
FAMILY 
FRIENDS 
I have someone to talk to about things that are 
important to me 
almost never seldom some of the time fairly often almost always 
I give and receive affection almost never seldom some of the time fairly often almost always 
ACTIVITY 
I am vigorously active for at least 30 minutes per 
day 
e.g., running, cycling, etc 
Not at all 
1-2 
times/week 
3 times/week 4 times/wk 5 or more times/wk 
I am moderately active (gardening, climbing 
stairs, walking, housework) 
Not at all 
1-2 
times/week 
3 times/week 4 times/wk 5 or more times/wk 
 
NUTRITION 
I eat a balanced diet almost never seldom some of the time fairly often almost always 
I often eat excess 1) sugar, or 2) salt, or 3) 
animal fats,or 4) junk food 
four of these three of these two of these one of these none of these 
I am within _____ kg of my healthy weight 
More than 
8 kg 
8 kg 6 kg  4 kg  2 kg  
vii 
 
 
 
 
TOBACCO 
TOXICS 
I smoke tobacco 
more than10 
times/week 
1 – 10 
times/week 
none in the past 6 
months 
none in the past 
year 
none in the past 5 
years 
I use drugs such asmarijuana, cocaine sometimes    never 
I overuse prescribed or ‘over the counter’ drugs almost daily fairly often only occasionally almost never never 
I drink caffeine-containing coffee, tea, or cola 
more than 
10/day 
7-10/day 3-6/day 1-2/day never 
ALCOHOL 
My average alcohol intakeper week is ________ 
more than 20 
drinks 
13-20 drinks 11-12 drinks 8-10 drinks 0-7 drinks 
I drink more than four drinks on an occasion almost daily fairly often only occasionally almost never never 
I drive after drinking sometimes    never 
 
SLEEP 
STRESS 
SAFE SEX 
I sleep well at night and feel   rested almost never seldom some of the time fairly often almost always 
I am able to have good  afternoon knaps never seldom some of the time 
most of the 
time 
always 
I am able to cope with the stresses in my life almost never seldom some of the time fairly often almost always 
I am able to  relax and enjoy leisure time almost  never seldom some of the time fairly often almost always 
I practice safe sex almost never seldom Someof the time fairly often always 
viii 
 
 
Scoring :Each questions has  five options with 0-4 scores,based on the options scoring was done. The total score is 100.
TYPE OF 
BEHAVIOUR 
I seem to be in a hurry almost always fairly often some of the time seldom almost never 
I feel angry or hostile almost always fairly often some of the time seldom almost never 
 
 
INSIGHT 
I am a positive or optimistic thinker almost never seldom some of the time fairly often almost always 
I feel tense  almost always fairly often some of the time seldom almost never 
I feel sad or depressed almost always fairly often some of the time seldom almost never 
CAREER I am satisfied with my job  almost never seldom some of the time fairly often almost always 
ix 
 
SECTION D – STRUCTURED KNOWLEDGE QUESTIONNAIRE 
1. What is the function of heart? 
a) To transport oxygen 
b) To Purification of blood 
c) To supply blood to all parts of the body. 
d) To maintain blood pressure. 
2. What is the function of coronary arteries? 
a) To store fat 
b) Supplies blood to all parts of the body 
c) Supplies blood to heart 
d) To drain blood 
3. What happens if the coronary artery is blocked? 
a) Stroke 
b) Gastritis 
c) Infarction 
d) Renal failure 
4. What is the cause of blockage of coronary arteries? 
a) Hypertension 
b) Atheroma 
c) Diabetes 
d) Obesity 
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5. What do you understand by myocardial infarction? 
a) Chest pain 
b) A valve problem 
c) Death of heart muscle 
d) Malfunction of heart 
6. Which is the preventable lifestyle risk factor of myocardial infarction? 
a) Hypertension 
b) Diabetes 
c) Smoking  
d) Early menopause 
7. Which is the treatable risk factor of myocardial infarction? 
a) Diabetes 
b) Poor nutrition 
c) Obesity 
d) Ethnicity 
8. Which risk factor cannot be changed? 
a) Lack of exercise 
b) Family history 
c) Obesity 
d) Stress 
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9. Which food group should be taken moderately after myocardial infarction? 
a) Fiber 
b) Proteins 
c) Carbohydrates 
d) Dairy Products 
10. Which nutrient prevents the development of myocardial infarction? 
a) Carbohydrates 
b) Protein 
c) Omega 3 fatty acids 
d) Vitamins 
11. Which blood fat lowers the risk of myocardial infarction? 
a) High-density lipoprotein 
b) Low-density lipoprotein 
c) Cholesterol 
d) Triglycerides 
12. Which activity is allowed for the first 6 weeks after a myocardial infarction? 
a) Lifting heavy weight 
b) Stair Climbing 
c) Driving 
d) Swimming 
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13. Which statement is true regarding exercise and myocardial infarction? 
a) Excessive exercise may weaken heart muscle 
b) A sedentary lifestyle may prevent heart disease 
c) Routine exercise may prevent heart disease 
d) Exercise and heart disease are not related. 
14. Which type of exercise maintains cardiovascular fitness? 
a) Balance 
b) Aerobic 
c) Strength 
d) Anaerobic 
15. What are the signs to stop exercise? 
a) Palpitation 
b) Excessive fatigue 
c) Feeling dizzy 
d) All the above 
16. What will you do, if you have chest pain while driving car?  
a) Drive to the nearest hospital.  
b) Drive home.  
c) Stop and lie down.  
d) Stop, take a nitroglycerin tablet, and signal for help 
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17. What will you do if chest pain is not relieved by 3 nitroglycerin tablet, taken 
within 5 minutes?  
a) Lie down until discomfort subsides 
b) Take another nitroglycerin tablet and wait another 5 minutes to see what happens. 
c) Dial 108 or contact the emergency medical system immediately. 
d) Wait until the morning and see how you feel. 
 
18. Which statement is true regarding sleep and myocardial infarction? 
a) Good sleep decreases the risk of heart disease 
b) Sleep and heart disease are not related 
c) Sleep has no effect on heart disease 
d) Good sleep increases the risk of heart disease 
19.How many hours at night should you minimally sleep to have adequate sleep? 
a) 6 hours 
b) 7 hours 
c) 8 hours 
d) 9 hours 
20. Inadequate sleep in everyday life may cause which of the following? 
a) Headache 
b) Gastritis 
c) Atheroma formation 
d) Body pain 
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21. Is it safe to have sex after the myocardial infarction?  
a) Are forbidden.  
b) After consultation with your physician.  
c) Are fine with your partner's permission.  
d) Are not necessary at your age. 
22. What is the effect of stress on heart? 
a) High blood pressure 
b) Damage to arteries 
c) Higher cholesterol level 
d) All the above 
23. How will you reduce stress in your day today life? 
a) Relaxation Exercises 
b) Deep breathing 
c) Focused imagery 
d) All the above 
24. How smoking contributes to the development of myocardial infarction?   
a)  The nicotine in inhaled smoke causes blood vessels to decrease in size.  
b) The smoke from cigarettes slows the heart rate.  
c) Cigarette smoking has no effect on your heart, only your lungs.  
d) Cigarettes are less harmful after your first heart attack.  
25. How passive smoking affects the heart? 
a) Increased blood clotting ability. 
b) Builds up bad cholesterol leading to risk of atherosclerosis. 
c) Increases source of cell damaging free radicals. 
d) All the above.  
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DATA COLLECTION TOOL IN TAMIL  
gFjp : 1 
jdp egh; tpguk; 
  
topKiwfs;: 
    jaT nra;J fPNo nfhLf;fg;gl;bUf;Fk; Nfs;tpfSf;F rhpahd tpguk; 
mspf;fTk;. jq;fsplk; ngwg;gl;l tpguq;fs; ,ufrpakhf itf;fg;gl;L 
Njitahd Ntiyf;F kl;LNk cgNahfg;gLj;jg;gLk;. 
 
1. taJ (tUlj;jpy;) 
m) 30-39 
M) 40-49 
,) 50-59 
<)  >60 
 
2. ghypdk; 
m) Mz; 
M) ngz; 
 
3. fy;tpj;jFjp 
m) gbf;fhjth; 
M) gs;sp jFjp 
,) ,sq;fiy gl;ljhhp 
<) KJfiy gl;ljhhp 
 
4. njhopy; 
m) Ntiy ,y;yhjth;  
M) Ra njhopy; 
,) muR Copah; 
<) jdpahh; Copah; 
 
5. kjk;  
m) ,e;J 
M) fpU];Jth; 
,) K];yPk; 
<)  kw;wit 
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6. jpUkz jFjp 
m) jpUkzkhfhjth; 
M) jpUkz Mdth; 
,) tpijit /kidtpia ,oe;jth; 
<) tpthfuj;J Mdth; 
 
7. FLk;g mikg;G 
m) jdpf; FLk;gk; 
M) $l;L FLk;gk;  
 
8. khj tUkhdk; (&gha;) 
m) 10>000 f;F fPo; 
M) 10>001 Kjy; - 20>000 tiu 
,) 20>001 Kjy; -30>000 tiu 
<)  30>001 f;F Nky;  
 
9. cq;fs; FLk;gj;jpy; ahUf;fhtJ khuilg;G Vw;gl;bUf;fpwjh? 
 m) Mk; 
M) ,y;iy 
 
10. cq;fSf;F fPo;fz;l Neha;fspy; VjhtJ cs;sjh? 
m) cah; ,uj;j mOj;jk;  
M) ePupopT Neha; 
,) kw;wit 
<) vJTk; ,y;iy 
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gFjp : 2 
 
md;whl tho;tpd; nray;ghLfis mwpAk; Kiw kw;Wk; mjd; 
kjpg;gPLfs; 
nray;fs;  
  
  
  
  
  
                   
 
jd;dpr;irahf 
nray;ghLjy; 
(2 kjpg;Gfs;) 
(Nkw;ghh;it> 
topfhl;Ljy; 
my;yJ jdpg;gl;l 
cjtp ,y;yhky;) 
 
,izrhh;G 
(1 kjpg;Gfs;) 
 
topfhl;Ljy; 
my;yJ jdpg;gl;l 
cjtpAld;) 
 
gpwiu rhh;e;J 
,Uj;jy; 
(0 kjpg;G) 
(Nkw;ghh;it> 
topfhl;Ljy; 
my;yJ jdpg;gl;l 
cjtp nkhj;j 
ftdj;Jld;) 
 
Fspay; Kw;wpYk; Rakhf Fspj;jy; 
clypd; xNu 
gFjpapd; 
Fspj;jYf;Fcjtp 
ngWtJ (KJF> 
gpwg;GUg;G my;yJ 
CdKw;w cWg;G) 
clypy; xd;Wf;F 
Nkw;gl;l gFjpapy; 
Fspj;jYf;F 
cjtp ngWtJ 
KOikahf 
Fspg;gjw;F 
Kw;wpYk; cjtp 
Njitg;gLjy; 
cilkhw;Wjy; jhdhf cilkhw;Wjy; 
jhdhf 
cilkhw;Wk;NghJ 
gpwh; cjtp ehLjy; 
KOikahf gpwh; 
cjtpAld; cil 
khw;Wjy; 
foptiw 
cgNahfpj;jy; 
jhdhf 
foptiwf;Fr; 
nrd;W cilkhw;w 
gpwg;GUg;ig Rj;jk; 
nra;jy;. 
gpwh; cjtpAld; 
foptiwf;Fr; 
nry;Yjy; 
gpwh; cjtpAld; 
foptiwf;Fr; 
nry;Yjy; kw;Wk; 
Rj;jk; nra;jy;. 
mirjy; 
jhdhf 
gLf;ifapypUe;J 
vOtJ> ,Uf;if 
apy; mkUjy; rpy 
Neuq;fspy; ,ae;jpu 
cjtpia 
gad;gLj;Jjy; 
gpwh; cjtpAld; 
gLf;if  kw;Wk; 
,Uf;ifapypUe;J 
efUjy; 
gpwh; cjtpAld; 
KOikahf ,lk; 
tpl;L ,lk; 
efUjy; 
 
 
rpWePh; kw;Wk; 
kyk;   
fopj;jypy; 
fl;Lg;ghL 
 
 
rpWePh; kw;Wk; kyk;  
fopj;jypy; KO 
Raf; fl;Lg;ghL 
 
 
rpWePh; kw;Wk; kyk;  
fopj;jypy; ghjp 
fl;Lg;ghL 
 
 
KOikahf Raf; 
fl;Lg;ghL  
,oj;jy; 
 
cztUe;Jjy; 
gpwh; nra;j 
czit  jhdhf 
kw;nwhUth; Jiz 
apy;yhky;  czT 
mUe;Jjy; 
gpwh; cjtpAld; 
czT mUe;Jjy; 
KOikahf gpwh; 
cjtpAld; 
czT mUe;Jjy; 
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gFjp : 3 
jpUj;jg;gl;l tho;f;ifj;ju tpdhj;jhs; 
 
                                      0         1            2         3            4 
FLk;gk; kw;Wk; 
ez;gh;fs; 
 
 
vdf;F Kf;fpakhd 
tp~aq;fisg; gw;wp 
Ngr egh;fs; 
,Uf;fpwhh;fs; 
fpl;ljl;l 
,y;iy 
mG+h;tkhf rpy 
Neuj;jpy; 
mbf;fb vg;NghJk; 
 ehd; ghrk; nfhLf;fTk; 
ngwTk; nra;fpNwd; 
fpl;ljl;l 
,y;iy 
mG+h;tkhf rpy 
Neuj;jpy; 
mbf;fb vg;NghJk; 
 
 
 
 
 
nray;ghLfs; 
ehd; xU ehisf;F 
Fiwe;jJ 30 epkplk; 
jPtpukhf 
nray;gLfpNwd; 
(cjhuzkhf XLjy;> 
irf;fps; Xl;Ljy;) 
vg;NghJk; 
,y;iy 
1-2 Kiw 
thuj;jpw;F 
3  Kiw 
thuj;jpw;F 
4 Kiw 
thuj;jpw;F 
5 Kiw 
my;yJ 
mjw;F Nky; 
 
 
 ehd; kpjkhd 
nray;ghLfis 
nra;fpNwd; (Njhl;l 
Ntiy> khbg;gb 
VWjy;> eil gapw;rp> 
tPl;L Ntiy)  
vg;NghJk; 
,y;iy 
1-2 Kiw 
thuj;jpw;F 
3  Kiw 
thuj;jpw;F 
4 Kiw 
thuj;jpw;F 
5 Kiw 
my;yJ 
mjw;F Nky; 
 
 
Cl;lr;rj;J Ehd; rkr;rPuhd czT 
rhg;gpLfpNwd; 
fpl;ljl;l 
,y;iy 
mG+h;tkhf rpy 
Neuj;jpy; 
mbf;fb vg;NghJk; 
 ehd; vdJ 
MNuhf;fpakhd cly; 
vilapy; -------- 
fpNyhTf;Fs; 
,Uf;fpNwd; 
10 fpNyh 8  fpNyh 6 fpNyh 4 fpNyh 2 fpNyh 
Gifapiy er;R ehd; Gifapiyia 
Giff;fpNwd;   
thuj;jpw;F 
10 Kiwf;F 
Nky; 
thuj;jpw;F 
1-10 Kiw 
tiu 
fle;j 6 
khjj;jpy; 
vg;NghJk; 
,y;iy 
fle;j 
tUlj;jpy; 
vg;NghJk; 
,y;iy 
fle;j 5 
tUlj;jpy; 
vg;NghJk; 
,y;iy 
 ehd; khh;[_thdh> 
NfhNfapd; Nghd;w 
Nghij nghUl;fis 
gad;gLj;JfpNwd;  
 
vg;NghjhtJ 
 
   vg;NghJk; 
,y;iy 
xix 
  
kUj;Jthpd; 
ghpe;Jiuapy;yhj  
kUe;Jfs; my;yJ 
kUj;Jth;  ghpe;Jiu 
nra;j kUe;Jfis 
mjpfkhf 
cgNahfpg;Ngd; 
 
fpl;ljl;l 
jpdrhp 
 
mbf;fb 
 
vg;NghjhtJ 
kl;LNk 
 
fpl;ljl;l  
,y;iy 
 
,y;iy 
 ehd; fh/gpd; 
mlq;fpAs;s fhgp> B 
my;yJ Nfhyh 
Fbg;Ngd;  
xU 
ehisf;F 
10 Kiwf;F 
Nky; 
xU 
ehisf;F 7-
10 Kiwf;F 
Nky; 
xU 
ehisf;F 3-
6 Kiwf;F 
Nky; 
xU 
ehisf;F 1-
2 Kiwf;F 
Nky; 
vg;NghJk; 
,y;iy 
kJghdk; vd; ruhrhp  kJghdk; 
cl;nfhs;Sk; msT 
xU thuj;jpw;F 
 
20f;Fk; 
Nkw;gl;l 
ghdq;fs; 
13-20 
ghdq;fs; 
11-20 
ghdq;fs; 
8-10 
ghdq;fs; 
0-7 ghdq;fs; 
 ehd; xU Neuj;jpy; 4 
f;Fk; Nkw;gl;l 
ghdq;fs; Fbg;Ngd;  
 
fpl;ljl;l 
jpdrhp 
 
mbf;fb 
 
vg;NghjhtJ 
kl;LNk 
 
fpl;ljl;l  
,y;iy 
 
,y;iy 
 ehd;  kJghdk; 
mUe;jpag;gpd; thfdk; 
Xl;LNtd; 
vg;NghjhtJ 
 
   vg;NghJk; 
,y;iy 
Jhf;fk;> kd 
mOj;jk;> 
ghJfhg;ghd 
clYwT 
ehd; ,utpy; ed;whf 
Jhq;fp ,isghWfpNwd; 
fpl;ljl;l 
,y;iy 
mG+h;tkhf rpy 
Neuj;jpy; 
kpfTk; 
mbf;fb 
vg;NghJk; 
 ed;whf kjpa  
Neuj;jpy Jhq;f 
KbfpwJ   
,y;iy mG+h;tkhf rpy Neuk; ngUk;ghyh
d Neuk; 
vg;NghJk; 
 vd;dhy; tho;f;ifapy;  
mOj;jq;fis rkhspf;f 
KbfpwJ 
fpl;ljl;l 
,y;iy 
mG+h;tkhf rpy Neuk; kpfTk; 
mbf;fb 
vg;NghJk; 
 vd;dhy; Xa;T Neuj;ij 
epjhdkhf mDgtpf;f 
KbAk; 
fpl;ljl;l 
,y;iy 
mG+h;tkhf rpy Neuk; kpfTk; 
mbf;fb 
vg;NghJk; 
 ehd;  ghJfhg;ghd 
clYwT nfhs;fpNwd; 
fpl;ljl;l 
,y;iy 
mG+h;tkhf rpy Neuk; kpfTk; 
mbf;fb 
vg;NghJk; 
eltbf;if ehd; mtrukhf vg;NghJk; kpfTk; rpy Neuk; mG+h;tkhf fpl;ljl;l 
xx 
 
  
 
 
 
 
 
 
 
 
 
tiffs; Ntiyfis nra;Ntd; mbf;fb ,y;iy 
 ehd; Nfhgj;jpy; 
cs;Nsd; 
vg;NghJk; kpfTk; 
mbf;fb 
rpy Neuk; mG+h;tkhf fpl;ljl;l 
,y;iy 
cl;ghh;it ehd; xU Neh;Kiwahd 
my;yJ ek;gpf;ifahd 
rpe;jidahsh; 
fpl;ljl;l 
,y;iy 
mG+h;tkhf rpy Neuk; kpfTk; 
mbf;fb 
vg;NghJk; 
 ehd; gjw;wkhf 
czUfpNwd; 
ehd; Nrhfkhf my;yJ  
kd mOj;jk;> cs;sJ 
Nghy; czUfpNwd; 
vg; NghJk; 
vg;NghJk; 
kpfTk; 
mbf;fb 
kpfTk; 
mbf;fb 
rpy Neuk; 
 
rpy Neuk; 
mG+h;tkhf 
mG+h;tkhf 
fpl;ljl;l 
,y;iy 
fpl;ljl;l 
,y;iy 
 
njhopy; ehd; vdJ  Ntiyapy; 
my;yJ gq;fpy; 
jpUg;jpahf cs;Nsk; 
fpl;ljl;l 
,y;iy 
mG+h;tkhf rpy Neuk; kpfTk; 
mbf;fb 
vg;NghJk; 
xx
i 
gFjp : 4 
fl;likf;fg;gl;l mwpT Nfs;tpjhs; 
 
1. ,jaj;jpd; nray;ghL vd;d ? 
m) gpuhz thAit vLj;Jr; nry;tJ  
M) ,ujj;ij Rj;jpfhpj;jy; 
,) clypd; midj;J gFjpfSf;Fk; ,uj;jk; tpepNahfpj;jy; 
<); ,uj;j mOj;jj;ij guhkhpj;jy; 
 
2. ,ja jkdpapd; nray;ghL vd;d ? 
m) ,jaj;jpw;F ,uj;jk; tpepNahfpj;jy; 
M) clypd; midj;J gFjpfSf;Fk; ,uj;jk; tpepNahfpj;jy; 
,)  nfhOg;G Nrkpj;J itj;jy; 
<)  ,ujj;ij Nrfhpj;jy; 
 
3. ,ja jkdpapy; milg;G Vw;gl;lhy; vd;d tpisTfs; cz;lhFk; ? 
m) gf;fthjk; 
M) ,iug;ig vhpr;ry; 
,) khuilg;G 
<) rpWePuf nraypog;G 
 
4. ,ja jkdpapy; milg;G Vw;gLtjw;fhd fhuzq;fs; vd;d ? 
m) cah; ,uj;j mOj;jk;  
M) ,uj;jf;Fohapy; nfhOg;G gbjy; 
,) ePhpopT Neha; 
<) cly; gUkd; 
 
5. ePq;fs; khuilg;G vd;why; vd;dntd;W Ghpe;Jf;nfhz;Bh;fs;? 
m) neQ;R typ 
M) xU thy;T nraypyg;G 
,) ,jaj;jpd; nray;ghl;by; khWjy; 
<)  ,ja jir kuzk; 
 
6. fPo;fhZk; khuilg;ig Vw;gLj;Jk; eilKiw tho;f;if gof;f 
  tof;fj;jpy; cs;s fhuzpfspy; ve;j Mgj;J fhuzpia jtph;f;fyhk;? 
m) ePhpopT Neha; 
M) cah; ,uj;j mOj;jk; 
,) Gifg;gof;fk; 
<) rpWtajpNyNa khjtplha; epWj;jk; 
 
7. khuilg;gpd; rpfpr;ir mspj;J rup nra;af;$ba Mgj;J fhuzp vJ? 
m) ePhpopT Neha; 
M) Fiwthd Cl;lr;rj;J 
,) cly; gUkd; 
<) Fwpg;gpl;l ,dk; 
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8. gpd;tUk; Mgj;J fhuzpfspy; vJ khw;w KbahjJ? 
m) clw;gapw;rp ,y;yhik 
M) FLk;gj;jpy; khuilg;G Vw;gl;bUj;jy; 
,) cly; gUkd; 
<) kd mOj;jk;> 
 
9. khuilg;gpw;Fg; gpd; ve;j tifahd czit kpjkhd mstpy; vLf;f 
  Ntz;Lk;? 
m) ehh;rj;J 
M) Gujr;rj;J 
,) khTr;rj;J 
<) ghypy; jahhpf;fg;gLk; nghUl;fs;  
 
10. ve;j Cl;lr;rj;J khuilg;G Vw;gLtij jLf;fpwJ? 
m); khTr;rj;J 
M) Gujr;rj;J 
,) XNkfh -3 nfhOg;G mkpyq;fs; 
<)  itl;lkpd;fs; 
 
11. ve;j tifahd ,uj;jf; nfhOg;G khuilg;gpd; Mgj;ij Fiwf;fpwJ 
m) Fiwe;j mlh;j;jp nfhOg;G Gujk; 
M) cah; mlh;j;jp nfhOg;G Gujk; 
,) nfhOg;G 
<) biufpspriuLfs; 
 
12. khuilg;G Vw;gl;l Kjy; 6 thuq;fSf;Fg; gpwF fPNo Fwpg;gpl;bUf;Fk; 
   Ntiyfspy; vJ mDkjpf;fg;gLfpwJ? 
m) mjpf gS Jf;Fk; gapw;rp 
M) gb VWjy;> 
,) thfdk; Xl;Ljy; 
<)  ePr;ry; 
 
13. fPo; fhZk; mwpf;iffspy; clw;gapw;rp kw;Wk; khuilg;ig gw;wpa 
   rupahd mwpf;if vJ ? 
m) mjpfkhd clw;gapw;rp ,jajiria tYtpof;f nra;ayhk; 
M) cl;fhh;e;J gzpahw;Wk; tho;f;if Kiw khuilg;G Vw;gLtij  
   jtph;f;Fk; 
,) tof;fkhd clw;gapw;rp khuilg;ig jLf;Fk; 
<) clw;gapw;rpf;Fk; khuilg;igf;Fk; ve;j njhlh;Gk; ,y;iy 
 
14. ve;j clw;gapw;rp ,ja typikia guhkhpf;fpwJ 
m) ruprk  clw;gapw;rp 
M) VNuhgpf; clw;gapw;rp 
,) gyg;gLj;Jjy; clw;gapw;rp 
<)  fhw;W Gfh clw;gapw;rp 
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15. clw;gapw;rpapd; NghJ ve;j mwpFwpfs; Vw;gl;lhy; clw;gapw;rpia 
   clNd epWj;j Ntz;Lk;?  
m) mjpf ,jaJbg;G  
M) mjpf Nrhh;T 
,)  kaf;f czh;T 
<)  Nkw;$wpa midj;Jk; 
 
16. thfdk; Xl;Lk; NghJ neQ;R typ Vw;gl;lhy; ePq;fs; vd;d 
   nra;atPh;fs;? 
m) mUfpy; cs;s kUj;Jtkidf;F Xl;b nry;yTk; 
M) tPl;bw;F nry;yTk; 
,) tz;bia epWj;jp> xU iel;Nuhfpsprhpd; khj;jpiuia cl;nfhz;L  
   cjtp Nfl;fTk;     
<)  tz;bia epWj;jp tpl;L fPNo gLf;fTk; 
 
17. Kd;W iel;Nuhfpsprhpd; khj;jpiufs; Ie;J epkpl ,ilntspapy;  
   cl;nfhz;lgpd; khh;G mnrsfhpak; rupahftpy;iy vd;why; vd;d 
   nra;a Ntz;Lk;? 
m) mnrsfhpak; rupahFk; tiu gLj;Jf; nfhs;sTk; 
M) kw;nwhU iel;Nuhfpsprhpd; khj;jpiuia cl;nfhz;L kw;nwhU Ie;J  
    epkplk; fhj;jpUf;fTk; 
,) 108 lay; nra;aTk; my;yJ cldbahf mtrufhy kUj;Jt 
   Nritia njhlh;G nfhs;sTk; 
<)  fhiy tiu fhj;jpUe;J cq;fSf;F vg;gb ,Uf;fpwJ vd;W 
    ghh;f;fTk; 
 
 
18. fPo; fhZk; mwpf;iffspy; Jhf;fk; kw;Wk;; khuilg;ig gw;wpa rupahd 
   mwpf;if vJ? 
m) ey;y Jhf;fk; khuilg;gpd; Mgj;ij Fiwf;fpwJ 
M) Jhf;fk; khuilg;ig ghjpf;;fhJ 
,) ey;y Jhf;fk; khuilg;gpd; Mgj;ij mjpfhpf;Fk; 
<) Jhf;fj;jpw;Fk; khuilg;gpw;Fk; rk;ge;jk; ,y;iy 
 
19. MNuhf;fpakhd ,jaj;ij guhkhpf;f ePq;fs; vj;jid kzp Neuk; 
   ,utpy; Jhq;f Ntz;Lk;? 
m) 6 kzp Neuk; 
M) 7 kzp Neuk; 
,) 8 kzp Neuk; 
<)  9 kzp Neuk; 
 
20. jpdKk; cq;fSf;F Jhf;fkpd;ik Vw;gl;lhy; cq;fSf;F vd;d  
   Vw;glyhk;? 
m) jiytyp 
M) ,iug;ig vhpr;ry; 
,) ,uj;jf;Fohapy; nfhOg;G gbjy; 
<)  cly; typ 
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21. khuilg;gpd; gpd;dh;; ghypay; cwT ghJfhg;ghdjh? 
m) jil gz;zg;gl;lJ 
M) kUj;Jthpd; MNyhridf;F gpwF 
,) tho;f;if Jizapd; mDkjp ngw;w gpd; 
<)  ,e;j tajpy; mtrpak; ,y;iy 
 
22. kd mOj;jj;jpdhy; ,jaj;jpy; Vw;gLk; tpisT vd;d? 
m) cah; ,uj;j mOj;jk; 
M) jkdpfs; ghjpg;giljy; 
,) cah; nfhOg;G epiy 
<) Nkw;$wpa midj;Jk; 
 
23. cq;fs; mDjpd tho;f;ifapy; kd mOj;jj;ij vg;gb Fiwf;fyhk;? 
m) jsh;r;rp clw;gapw;rpfs; 
M) Mo;e;J Rthrpj;jy; 
,) ftd glq;fs; 
<) Nkw;$wpa midj;Jk; 
 
24. Gifgpbj;jy; khuilg;G Vw;gLtjw;F vt;thW gq;fspf;fpwJ? 
m) cs;spSf;Fk; Gifapy; cs;s epf;Nfhl;bd; ,uj;j ehsq;fspd;  
   msit Fiwf;fpwJ 
M) rpfnul;bd; Gif ,ja Jbg;ig Fiwf;fpwJ 
,) rpfnul;bd; Gifj;jy; cq;fs; ,jaj;ij my;y EiuaPuiy jhd;  
   ghjpf;fpwJ  
<) rpfnul;bd; Gifj;jy; cq;fs; Kjy; khuilg;gpw;F gpd;dh;; Fiwe;j 
  Mgj;jhdJ  
 
25. ,uz;lhk; epiy Gifgpbj;jy; ,jaj;ij vt;thW ghjpf;fpwJ? 
m) ,uj;j ciwjiy mjpfhpf;fpwJ 
M) nfl;l nfhOg;G rj;ij mjpfhpj;J ,uj;j ehsj;jpy; nfhOg;ig  
   gbar;nra;fpwJ 
,) nry; Nrjj;ij cUthf;Fk; fhuzpfis mjpfg; gLj;JfpwJ 
<) Nkw;$wpa midj;Jk; 
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APPENDIX-D1 
INTERVENTION IN ENGLISH 
INDIVIDUALIZED EDUCATION ON LIFESTYLE MODIFICATION AFTER 
MYOCARDIAL INFARCTION 
TOPIC                                        :   Lifestyle modification 
GROUP                                      :  Post myocardial infarction patients 
PLACE                                        :  Cardiac wards of GKNM Hospital, Coimbatore 
 METHOD OF TEACHING        : Lecture cum discussion 
TEACHING AIDS                     : Powerpoint slides 
EDUCATOR          :Ms.Jessy Sanjeevini.R 
INTRODUCTION 
 Coronary artery disease is the leading cause of disease and death in India. 
Lifestyle modification can cause considerable changes in improving the quality of life 
after an attack. I Ms. Jessy Sanjeevini will teach you about the disease process of 
myocardial infarction and the lifestyle practices one has to adopt to protect the heart 
and lead a healthy life. 
DEFINITION OF MYOCARDIAL INFARCTION 
 A heart attack or acute myocardial infarction (MI) occurs when there is 
reduced blood flow in a coronary artery due to rupture of an atherosclerotic plaque & 
subsequent occlusion of the artery by a thrombus. 
CAUSES OF MYOCARDIAL INFARCTION 
1. Thrombosis -Blood clot 
The most common cause of an MI is a blood clot that forms inside a coronary artery, 
or one of its branches. This blocks the blood flow to a part of the heart. 
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2. Atherosclerosis         
  Atheroma is a fatty patch that develops within the lining of arteries. Plaques of 
atheroma develop gradually from childhood in one or more places in the coronary 
arteries. When a crack develops in the outer part of the atheroma, the plaque ruptures 
and can trigger the clotting mechanism to form a blood clot. 
RISK FACTORS OF MYOCARDIAL INFARCTION 
  MI most commonly occurs in people aged over 50 and with increasing age 
incidence increases. Sometimes younger people are also affected. 
The associated risk factors are as follows:- 
 Lifestyle risk factors that can be prevented or changed 
 An unhealthy diet practice. 
 Lack of physical activity. 
 Inadequate sleep. 
 Obesity. 
 Stress. 
 Smoking. 
 Excess alcohol. 
 Treatable or partly treatable risk factors 
 Hypertension (high blood pressure). 
 High cholesterol blood level. 
 High triglyceride (fat) blood level. 
 Diabetes. 
 Kidney diseases. 
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 Fixed risk factors - that cannot be altered 
 A strong family history.  
 Being male. 
 An early menopause in women. 
 Older age. 
 Ethnic group. 
ESSENTIAL LIFESTYLE MODIFICATION FOR RISK REDUCTION 
 Lifestyle risk factors which can be prevented through lifestyle modification 
are as follows. 
DIET 
The diet should be of low fat, moderate protein, low salt diet which is upto1600 kcal.  
The diet should contain balanced nutrients from each of the following food groups: 
1. Starchy foods (complex carbohydrates) 
 Starchy foods contain lot of fibre and minerals. The essential carbohydrate 
intake for one day is 520 kilocalories 
2. Fruit and vegetables 
It is recommended to eat at least 5 portions of a variety of fruit or vegetables each day.  
One portion of fruit or vegetables is roughly equivalent to one of the following: 
 One large fruit: An apple, pear, banana, orange, or a large slice of pineapple. 
 Two smaller fruits: plums, kiwis, peach, etc. 
 One cup of small fruits: grapes, strawberries, raspberries, cherries. 
 Two large tablespoons of fruit salad stewed or canned fruit in natural juices. 
 One tablespoon of dried fruit. 
 One glass of fresh fruit juice (150 ml). 
 One bowl of salad. 
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3. Fibre 
 Fibre is the part of food that enhances digestion and helps the bowels to move 
regularly, it reduces constipation and other bowel problems.  
 Fibre rich foods include   starchy foods, fruit and vegetables, pulses like lentils 
and beans, wholemeal rice, and wholemeal flour.  
 Take at least 25 g of fibre daily and 6-8 cups of fluid a day when you eat a 
high-fibre diet. 
4. Milk and dairy foods 
Milk and other dairy foods such as cheese and yoghurt are important in your diet as 
they provide the needed calcium. Take 3 servings per day 
One serving is: 
 200 ml of skimmed or semi-skimmed milk . 
 A small pot of low fat yogurt. 
5. Protein foods  
 Protein is necessary for energy and growth and for repair in the body. 
 It should be taken in moderation. 
 High-protein foods are also source of iron and vitamins.    
 Daily protein intake should be one gram per kg body weight. 
In proteins, 
 Choose poultry such as chicken or lean meat.  
 Boil or poached eggs.  
 3 tablespoons of beans or pulses such as chickpeas  
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Omega-3 fatty acids 
 Eating oily fish helps to protect against heart disease. 
 The omega-3 fatty acids in the fish oil help to reduce the build-up of atheroma.  
 Aim to eat at least two portions of fish per week, one of which should be oily. 
Oily fish include: herring, sardines, mackerel, salmon. 
6. Fatty foods 
 A low-fat diet helps keep a healthy weight and prevent MI.  
 Avoid saturated fats and oils such as groundnut oil, coconut oil and palm oil. 
 Consume unsaturated fats such as sunflower oil, safflower oil, mustard oil, 
rice bran oil, corn oil, olive oil. 
 Avoid fried foods, egg yolk, meat, cake, butter and ice creams. 
7. Avoid sugary foods and drinks 
     Sugary foods and drinks are high in calories, and too much may cause weight gain: 
 Try to add less sugar to tea, coffee, and breakfast cereals.  
 Reduce sugar in any kind of recipe. Use fruit as an alternative to add 
sweetness to recipes. 
 Try sugar-free drinks and eat chocolate or sweets as part of a meal in very less 
amount. 
8. Reduce salt intake.  
 Lowering salt intake can reduce the risk of another MI and also other 
cardiovascular diseases.  
 Take only a minimum of 6 g of salt daily. 
 
xxxi 
 
PHYSICAL ACTIVITY AND EXERCISE 
 Physical activity and regular exercise are good for the heart. It reduces the risk of 
having a further MI. 
 After MI it is best to build up the level of activity and exercise gradually. 
 Aerobic exercise maintains cardiovascular fitness.  
 It is important to exercise at least 5 days in a week. 
 Examples of activities that are allowed 
 Lifting weight up to 12 kgs 
 Stair climbing up to 12 steps 
 Social activities like going to church, social events 
 Walking  
 Light household activities 
 Examples of activities that are not allowed  
 Driving can be resumed after six weeks after MI, but this should be cleared 
with the consultant.  
 Heavy household works. 
 Sexual activity-after consulting with the doctor. 
 Work which demands more physical demands. 
 Sports and recreational activities. 
 Below are guidelines for an exercise program to follow 
 Week one post discharge: Aim to walk for five minutes each day. If it’s 
possible, you can do two five minute walks in this one day before increasing 
the walking time. 
 Week Two: Aim to walk for 10 minutes non-stop each day, as it becomes 
easier, you may increase the time by a minute or two. 
 Week Three: Aim to walk for 15-20 minutes non-stop each day. 
 Week Four: Aim to walk for 20-25 minutes non-stop each day. 
 Week Five: Aim to walk for 25-30 minutes non-stop each day. 
 Week Six: Aim to walk for 30-40 minutes non-stop each day. 
 After week six you can progress your walking as tolerated. 
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 Tips to gauge what level of exercise is the correct level for you. 
 When you are walking you should be able to talk but not sing. 
 You should feel slightly to moderately breathless immediately post exercise, 
and you should recover from this breathlessness after a short rest  
 You should not feel so tired after your walk that you need to go to bed to 
recover. You may need to take a daily nap in the weeks following your MI, 
which is normal, but should not be related to your walking. 
 You should stop exercise if you experience any of the following: 
 Dizziness 
 Palpitations 
 Chest discomfort 
 Sickness 
 Cramps 
 Extreme fatigue 
 What to do if you experience angina (chest pressure/discomfort) 
 STOP what you are doing and rest or sit down.  
 Put one nitroglycerin tablet under your tongue and wait five minutes.  
 If the discomfort is not completely gone, take a second nitroglycerin tablet and 
wait five additional minutes.  
 If the discomfort is not completely gone after two tablets, take a third (and 
final) nitroglycerin tablet and wait five more minutes.  
 If after 15 minutes and three nitroglycerin tablets the discomfort remains, call 
108 immediately to be transported to the nearest hospital. Do not delay 
medical treatment by waiting to see if the discomfort will go away on its own. 
 After about 6-8 weeks, the aim is to build up to at least 20-30 minutes of 
moderate exercise on most days (at least five days per week). This exercise 
should make you slightly short of breath. 
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CHOLESTEROL 
 Cholesterol is involved in the formation of atheroma.  
 Maintain cholesterol level and triglyceride level within normal limits    
(100-200 mg/dl). 
 High-density lipoprotein (HDL)- good cholesterol should be upto 40 mg/dl 
in men and 50 mg/dl in women. The higher the HDL levels the lower the 
risk of heart disease. Exercise, smoking cessation and weight reduction 
increases HDL levels. 
 Low-density lipoprotein (LDL)-bad cholesterol should be up to 129 mg/dl. 
WEIGHT 
 Weight should be based on your normal body mass index (BMI) which is      
18.5-24.9. BMI of 25-29 is considered overweight and more than 30 as obesity. 
 The BMI is calculated as follows: 
   Weight in kgs 
    (Height in meters)
2 
BLOOD PRESSURE 
 Blood pressure (BP) is the force of blood pushing up against the blood vessel 
walls. The higher the pressure the harder the heart has to pump. Normal adult BP 
is 140/90 mm of Hg. 
 Hypertension, also referred to as high blood pressure, is a condition in which the 
arteries have persistently elevated blood pressure.  
 The target after a MI is to reduce blood pressure to below 130/80 mm Hg. 
 Lifestyle factors such as eating a healthy diet, exercise, losing weight if you are 
overweight and eating less salt can help to lower blood pressure  
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DIABETES 
 Diabetes mellitus, or simply diabetes, is a group of metabolic diseases in which a 
person has high blood sugar, either because the pancreas does not produce 
enough insulin, or because cells do not respond to the insulin that is produced. 
 The normal fasting blood sugar should be 80-125 mg/dl and random blood sugar 
should be less than 140 mg/dl.Hba1c should be less than 6.0. Monitor your blood 
sugar periodically and consult your physician.. 
 Good control of your blood sugar level will help to reduce the risk of a further MI. 
Regular intake of diabetic medication, diabetic diet, foot care and regular exercise 
are very important in diabetes. 
 Diabetes doubles the risk of cardiovascular disease. The main "macrovascular" 
diseases (related to atherosclerosis of larger arteries) are coronary artery 
disease (angina and myocardial infarction), stroke, and peripheral vascular 
disease. 
 Micro vascular complications include, diabetic retinopathy, diabetic 
nephropathy, diabetic neuropathy which causes diabetic foot ulcers. 
SLEEP 
 Inadequate sleep may cause cardiovascular disease. 
 A minimum of 7 hours of sleep is necessary at night and avoid day time naps 
 Poor sleep has been linked to high blood pressure, atherosclerosis, heart attack, 
stroke, diabetes, and obesity. 
 Poor sleep also causes the body to produce more stress hormones, which may 
contribute to cardiovascular disease. 
 Having a regular rest and sleep will help to improve your cardiovascular health. 
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STRESS 
 Stress is defined as a condition that results when a threat or challenge to ones well 
being requires a person to adjust. 
 Unmanaged stress, can affect the health by causing 
 High blood pressure 
 Irregular heart rhythms 
 Damage to the arteries. 
 Higher cholesterol levels 
 A weakened immune system. 
 The development and progression of coronary artery disease (atherosclerosis) 
 How to manage stress: To gain control over your stress and lead a more healthy, 
balanced and productive life, the following activities are essential. 
 Relaxation Exercises- Breathe in slowly for 3 sec and tense each specific muscle 
groups from foot to head and count up to 10  then relax them fully as you breathe 
out. Repeat it 3-4 times. 
 Deep breathing- Lie down in a comfortable position.Close the mouth and inhale 
deeply and slowly through the  nose and count up to 3, then breathe out through 
the nose, slowly. Repeat until the muscles are relaxed.  
 Focused imagery-Do deep breathing exercise and begin to create a paradise in the 
mind. Imagine you are walking on a beach or boating on the river. Think of as 
many details as you can – how does it look, how does it smell, feel the warmth of 
the sun, or hear the sounds of the ocean.Practice this image often. 
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SEXUAL HEALTH 
 Resume sexual activity after consulting your physician. 
 Stop sexual activity if the following symptoms are present 
 chest pain 
 abnormal shortness of breath 
 fatigue 
 dizziness, or palpitations.  
 Take nitroglycerin sublingually if there is an angina attack. 
 Less than 1% of heart attacks come from having sex.  
SMOKING 
 To quit smoking is the single most effective way to reduce the risk of further MI. 
The effects include: 
 The nicotine in inhaled smoke causes blood vessels to decrease in size. 
 Immediate and long term raise in blood pressure  and heart rate 
 Constriction of blood vessels in the skin, resulting in a drop in skin temperature. 
 Smoking increases LDL cholesterol levels, and reduces HDL cholesterol . 
 Less  oxygen is carried by the blood  
 Stickier blood, which is more prone for clotting 
 Damage to the lining of arteries, which is a contributing factor to atherosclerosis 
 Reduced blood flow to extremities like fingers and toes 
 Increased risk of stroke and heart attack due to blockages of the blood supply. 
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 12 TIPS TO QUIT SMOKING 
1. Anticipate a cough: As the airways come back to life a worse cough may occur, 
but it is normal it gradually eases. Resist this and overcome the temptation to 
smoke. 
2. Be prepared for withdrawal symptoms such as nausea (feeling sick), headaches, 
anxiety, irritability, craving, and just feeling awful  
3. Be positive and motivate yourself 
4. Calendar count: Mark off each successful day on a calendar to motivate 
yourself. 
5. Don’t despair if you fail, examine the reasons and overcome it. 
6. Food: Avoid fatty and sugary items and try drinking mainly fruit juice, plenty of 
water and sugar-free gum as appetite may increase after quitting. 
7. Get rid of ashtrays, lighters, and all cigarettes 
8. List out the reason to quit, its ill effects and benefits and refer every time when 
you are tempted  
9. Resist situation that stimulate smoking. During the first week of smoking 
cessation change your routine 
10. Set a date for stopping, and stop completely 
11. Stop smoking clinicscan help and advise on the use of nicotine replacement 
therapy (nicotine gum, sprays, patches, tablets, lozenges and inhalers) or other 
treatments which can help you to stop smoking. 
12. Tell everyone that you are giving up smoking. Friends and family may give 
support and help you. 
 Passive smoking or second-hand smoke, is the inhalation of smoke by persons 
other than the intended "active" smoke. It causes increases blood clotting 
ability,builds up bad cholesterol leading to atherosclerosis,increases  source of cell 
damaging free radicals. 
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ALCOHOL 
 Avoid alcohol and choose healthier non-alcoholic drinks like lemon water.  
 Keep alcohol within the recommended limits. Drinking above the 
recommended limits can lead to serious problems.  
 Men should drink not more than 21 units of alcohol per week, no more than 
four units in any one day, and have at least two alcohol-free days a week. 
 Women should drink not more than 14 units of alcohol per week, no more 
than three units in any one day, and have at least two alcohol-free days a week 
CONCLUSION 
 Following all these lifestyle modification will definitely help you to have a 
comfortable lifestyle. 
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APPENDIX D2 
INTERVENTION IN TAMIL  
 
khuilg;G Vw;gl;l gpd; tho;f;ifKiw khWghLfs; gw;wpa jdpg;gl;l fy;tp 
 
jiyg;G   : tho;f;if Kiw khWghLfs; 
FO     : khuilg;G Vw;gl;l Nehahspfs; 
,lk;     : ,ja Nehahspfs; thh;Lfs;> [p.Nf.vd;.vk;.  
     kUj;Jtkiz> NfhaKj;J}h;. 
fw;gpf;Fk; Kiw  : thrpg;G kw;Wk; fye;Jiuahly;  
fw;gpf;f 
gad;gLj;Jk; rhjdq;fs;  : fzpzp %yk; tpsf;ff; fhl;rp 
   
Kd;Diu  
,ja jkdp Neha; ,e;jpahtpy; Neha; kw;Wk; ,wg;Gf;F Kf;fpa 
fhuzkhf cs;sJ.  tho;f;if Kiw khw;wq;fs; khuilg;Gf;F gpd;dh; 
tho;f;if juj;ij Nkk;gLj;j fzprkhd khw;wq;fis Vw;gLj;Jk; vdJ ngah; 
nry;tp. n[rp rQ;rPtpdp.  ehd; ,g;NghJ khuilg;G Neha; nray;ghL kw;Wk; 
,jaj;ij ghJfhf;f gpd;gw;w Ntz;ba MNuhf;fpakhd tho;f;if Kiw gw;wp 
fw;gpf;f cs;Nsd;. 
 
khuilg;G – tiuaiu  
khuilg;G vd;gJ ,ja jkdpapy; ,Uf;Fk; nfhOg;G fl;b rpije;J 
mjid njhlh;e;J jkdpapy; ,uj;jf;fl;b milg;G Vw;gl;L mjdhy; 
,jajkdpapy; ,uj;j Xl;lk; Fiwe;J tpLk;. 
 
khuilg;G Vw;gl fhuzq;fs;  
1. ,uj;jf; fl;b 
khuilg;G Vw;gl nghJthd fhuzk; ,ja jkdp kw;Wk; mjd; 
fpisfspy; ,uj;jf;fl;b cUthFjy; ,jdhy; ,jaj;jpd; ,uj;j Xl;lk; 
jilnra;ag;gLfpwJ. 
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2. jkdpapd; jbg;G 
jkdp jbg;G vd;gJ ,ja jkdpapd; cs;Gwj;jpy; nfhOg;G jl;L gbjy; 
MFk;.  jkdp jbg;G rpWtajpypUe;Nj ,ja jkdpapd; xd;W my;yJ mjw;F 
Nkw;gl;l ,lq;fspy; Vw;gLfpwJ.  me;j jbg;gpy; tphpry; Vw;gLk;NghJ nfhOg;G 
jl;L rpijT Vw;gLfpwJ.  ,jdhy; ,uj;jk; ciwAk; nray;Kiw 
J}z;lg;gLfpwJ. 
 
khuilg;gpd; Mgj;J fhuzpfs;  
khuilg;G nghJthf 50 taJf;F Nkw;gl;lth;fSf;F Vw;gLfpwJ kw;Wk; 
taJ mjpfhpf;f mjpfhpf;f Neha; Vw;gLk; tha;g;Gk; mjpfhpf;fpwJ.  
,stajpdh; $l rpyNtis ghjpf;fg;gLfpwhh;fs;.  
njhlh;Gila Mgj;Jfhuzpfs; gpd;tWkhW:- 
 jLf;f $ba kw;Wk; khw;wf;$ba tho;f;if gof;ftof;fj;jpy; cs;s 
Mgj;Jfhuzpfs; 
 
 MNuhf;fpakw;w czT gof;fk;. 
 cly; nray;ghL ,y;yhik 
 Fiwthd J}f;fk; 
 cly; gUkd; 
 kd mOj;jk; 
 Gif gpbj;jy; 
 mjpf kJ mUe;Jjy; 
 
 rpfpr;ir mspf;fg;glf; $ba my;yJ gFjp rpfpr;iraspf;fg;gl $ba 
Mgj;J fhuzpfs; 
 cah; ,uj;j mOj;jk; 
 ,uj;jj;jpy; mjpf msT nfhOg;G 
 ,uj;jj;jpy; mjpf msT biufpspriuL 
 rh;f;fiu Neha; 
 rpWePuf Neha;fs; 
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 epiyahd Mgj;Jf; fhuzpfs; (khw;w Kbahjit) 
 tYthd FLk;g tuyhW 
 Mz; 
 khjtplha; Fwpj;j fhyj;jpw;F Kd; epd;WNghjy;  
 Kjph; taJ 
 Fwpg;gpl;l ,dk; 
Mgj;J fhuzpfisf; Fiwf;Fk; mtrpakhd tho;if Kiw khw;wq;fs;: 
tho;if Kiwapy; Vw;gLk; Mgj;J fhuzpfis jLg;gjw;fhd tho;if Kiw 
khw;wq;fs; gpd;tUkhW: 
czT  
1600 fpNyh fNyhhp tiuapyhd Fiwe;j nfhOg;G kpjkhd Gujr;rj;J 
kw;Wk; Fiwe;j cg;G cs;s czT vLj;Jf;nfhs;s Ntz;Lk;. 
rhptpfpj Cl;lr;rj;Jf;fs; nfhz;Ls;s fPo;fz;l czT tiffis 
vLj;Jf;nfhs;s Ntz;Lk;. 
1. khTr;rj;Js;s czTfs; (fyitahd fhh;Nghi`l;Nul;Lfs;)  
khTj;jd;ikahd czTfspy; ehh;rj;J kw;Wk; jhJg;nghUl;fs; 
mjpfkhf cs;sd.  xU ehisf;fhd mj;jpahtrpa khTrj;J 520 fpNyh 
fNyhhpfs;.  
2. goq;fs; kw;Wk; fha;fwpfs; 
xU ehisf;F Fiwe;jJ 5 gFjpahd goq;fs; my;yJ fha;fwpfs; 
rhg;gpl Ntz;Lk;. 
xU gFjp gok; my;yJ fha;fwp vd;gJ fPo;fz;l VNjDk; xd;wpw;F 
rkhdkhFk;. 
 xU nghpa gok; : xU Mg;gps;> Nghpf;fha;> thiog;gok;> muQ;Rg;gok; 
my;yJ md;dhrpg;goj;jpd; nghpa Jz;L. 
 ,uz;L rpwpa goq;fs;: gpsk;];> fptp> gPr; gok; 
 xU fg; rpwpa goq;fs;: jpuhl;ir> ];l;uhnghp> uh];nghp 
 ,uz;L nghpa Njf;fuz;b gofyit - ,aw;if gor;rhw;wpy; my;yJ 
jfuj;jpy; milf;fg;gl;l gok;. 
 xU Njf;fuz;b cyh;e;j goq;fs;. 
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 xU Ftis Gjpa gor;rhW (150 kp.yp.) 
 xU fpz;zj;jpy; rhyl;  
3. ehh;r;rj;J 
 ehh;r;rj;J vd;gJ nrhpkhd mjpfhpf;fTk;> tof;fkhd Fly; ,af;fj;jpw;F 
cjTk; cztpd; xU gFjpahf ,Uf;fpwJ.  ,J kyr;rpf;fy; kw;Wk; Fly; 
rk;ge;jkhd gpur;rpidfis Fiwf;fpwJ. 
 
 Gujr;rj;J epiwe;j czTg; nghUl;fshtd:khTr;rj;J epiwe;j czTfs;> 
goq;fs; kw;Wk; fha;fwpfs;> mtiu kw;Wk; gPd;]; Nghd;w gUg;G tiffs; 
KO czT mhprp kw;Wk; KO czT khT  
 jpdKk; Fiwe;j gl;rk; 25fpuhk; Gujr;rj;J cl;nfhs;s Ntz;Lk;.  kw;Wk; 
6 Kjy; 8 fg; ePh; mjpf ehh;r;rj;J czTfNshL vLj;Jf;nfhs;s 
Ntz;Lk;. 
4. ghy; kw;Wk; ghypy; jahhpf;fg;gl;l czTg;nghUl;fs; 
ghyhilf;fl;b kw;Wk; japh; Nghd;w czTfis cztpy; 
Nrh;j;Jf;nfhs;tJ kpfTk; Kf;fpak; Vndd;why; mtw;wpy; clYf;F 
Njitahd msT fhy;rpak; cs;sJ.   
xU ehisf;F %d;W Nrit vLj;Jf;nfhs;s Ntz;Lk;. 
xU Nrit vd;gJ: 
 200 kp.yp. nfhOg;G ePf;fg;gl;l ghy; my;yJ miu nfhOg;G 
ePf;fg;gl;l ghy; 
 xU rpwpa Ftis msT Fiwe;j nfhOg;Gs;s japh;. 
5. Gujr;rj;J epiwe;j czTfs; 
cly; Mw;wy;> tsh;r;rp kw;Wk; gOJghh;j;jYf;F Gujr;rj;J mtrpak;.  
,J kpjkhf vLj;Jf;nfhs;s Ntz;Lk;.  cah;epiy Guj czTfspy; 
,Uk;Gr;rj;J kw;Wk; itl;lkpd;fSk; cs;sd. 
xU fpNyh cly; vilf;F xU fpuhk; Gujr;rj;J vLj;Jf; nfhs;s 
Ntz;Lk;. 
Gujq;fspy;  
 Nfhop my;yJ nkype;j ,iwr;rp Njh;e;njLf;f Ntz;Lk;. 
 Ntfitj;j Kl;ilfs; 
 3 Njf;fuz;L gPd;]; my;yJ gUg;G tiffspy; nfhz;il fliy. 
 
xliii 
 
XNkfh - 3 nfhOg;G mkpyk;  
 vz;nza; cs;s kPd;fis cl;nfhs;tjd; %yk; ,ja Neha;fis 
jtph;f;fyhk;. 
 kPd; vz;nzapy; cs;s xNkfh-3 nfhOg;G mkpyk; ,ja jkdp Rth; 
ghjpg;G Vw;gLtij Fiwf;fpwJ. 
 xU thuj;jpw;F Fiwe;j gl;rk; ,uz;L gFjpfs; kPd; cl;nfhs;s ,yf;F 
itj;Jf;nfhs;Sq;fs;. 
 vz;nza; cs;s kPd;fs; - n`h;hpq;> kj;jp kPd;> fhdhq;nfSj;jp kPd;> 
ed;dPh; kPd;. 
6. nfhOg;G epiwe;j czTfs;  
 Fiwe;j nfhOg;G epiwe;j czTfs; MNuhf;fpakhd cly; vilia 
guhkhpg;gjw;Fk; kw;Wk; khuilg;igj; jLg;gjw;Fk; cjTfpwJ. 
 
 epyf;fliy vz;nza;> Njq;fha; vz;nza; kw;Wk; gid vz;nza; Nghd;w 
epiwTs;s nfhOg;G nghUl;fisj; jtph;f;f Ntz;Lk;. 
 
 nre;J}u vz;nza;> #hpafhe;jp vz;nza;> fLF vz;nza;> Nrhah 
vz;nza;> mhprp jtpL vz;nza;> Nrhs vz;nza; kw;Wk; Mypt; 
vz;nza; Nghd;w epiwTwh nfhOg;Gs;s czTg;nghUl;fis cl;nfhs;s 
Ntz;Lk;. 
 
 nghhpj;j czTfs;> Kl;ilapd; kQ;rs; fU> ,iwr;rp> Nff;> ntz;nza; 
kw;Wk; I];fphPk; Nghd;wtw;iwj; jtph;f;f Ntz;Lk;. 
 
7. ,dpg;Gg;gz;lq;fs; kw;Wk; ghdq;fisj; jtph;j;jy;  
 ,dpg;Gg; gz;lq;fs; kw;Wk; ghdq;fspy; fNyhhpfs; mjpfkhf ,Uf;fpd;wd.  
,tw;iw mjpfkhf cl;nfhz;lhy; cly; vil mjpfhpf;fyhk;. 
 B> fhgp kw;Wk; fhiy czT jhdpaq;fspy; Fiwe;j msT rh;f;fiuia 
Nrh;f;f Kaw;rp nra; Ntz;Lk;. 
 ve;jtifahd czTfisj; jahhpf;Fk; nghOJk; Fiwe;j msT 
rh;f;fiuia cgNahfpf;f Ntz;Lk;. rh;f;fiuf;F gjpyhf gotiffisg; 
gad;gLj;jyhk;. 
 rh;f;fiu ,y;yhj ghdq;fs; kw;Wk; rhf;Nyl; my;yJ ,dpg;Gg; gz;lq;fis 
cztpd; xU gFjpahf Fiwe;j mstpy; vLj;Jf; nfhs;s Ntz;Lk;. 
8. cg;G cl;nfhs;Sk; msit Fiwj;jy;: 
 cg;G cl;nfhs;Sk; msitf; Fiwg;gJ kw;nwhU khuilg;igAk; kw;w 
,ja Neha;fs; Vw;gLtjw;fhd mghaj;ijAk; Fiwf;fpwJ. 
 jpdrhp Fiwe;jgl;rk; 6fpuhk; msT cg;G kl;LNk vLj;Jf;nfhs;s 
Ntz;Lk;. 
 
xliv 
 
cly; nray;ghL kw;Wk; clw;gapw;rp 
 cly; nray;ghL kw;Wk; tof;fkhd clw;gapw;rp ,jaj;jpw;F ey;yJ 
,J NkYk; khuilg;G Vw;gLtjw;fhd Mgj;ijf; Fiwf;fpwJ. 
 khuilg;gpw;F gpwF cly;nray;ghl;bd; msitAk;> cly; gapw;rpiaAk; 
gbg;gbahf mjpfjpg;gJ ey;yJ. 
 VNuhgpf; clw;gapw;rp ,ja typikiag; guhkhpf;fpwJ. 
 xU thuj;jpw;F 5 KiwahtJ clw;gapw;rp nra;tJ kpf 
Kf;fpakhdjhFk;. 
 
 mDkjpfg;gl;l cly; nray;ghLf;fhd vLj;Jf;fhl;L:  
 12fpNyh vil tiu (J}f;fyhk;) 
 12 gbfs; tiu gbf;fl;L Vwyhk;. 
 r%f eltbf;iffs; kw;Wk; Njthyak; nry;Yjy; Nghd;w r%f 
epfo;r;rpfspy; <Lglyhk;. 
 eilgapw;rp 
 Nyrhd tPl;LNtiyfis nra;ayhk;. 
 mDkjpf;fg;glhj (nra;af;$lhj) cly; nray;ghLf;fhd vLj;Jf;fhl;L  
 khuilg;Gf;Fg;gpd; 6 thuq;fSf;Fg; gpwF thfdq;fis Xl;l KbAk;.  
MdhYk; ,Jgw;wp kUj;Jthplk; MNyhrid ngw;Wf; nfhs;s 
Ntz;Lk;. 
 fbdkhd tPl;L Ntiyfis nra;af;$lhJ. 
 ghypay; nray;ghL gw;wp kUj;Jthplk; MNyhrid ngw;Wf;nfhs;s 
Ntz;Lk;. 
 mjpf msT cly; rf;jpia gad;gLj;jf;$ba Ntiyfs; 
tpisahl;L kw;Wk; nghOJNghf;F eltbf;iffs;. 
 
 cly;gapw;rp jpl;lj;jpy; gpd;gw;wf;$ba topKiwfs; fPNo 
nfhLf;fg;gl;Ls;sd. 
1. B];rhh;[;Rf;Fgpd; cs;s Kjy; thuk; : xt;nthU ehSk; 5 epkplk; 
eilg;gapw;rp nra;a Kaw;rpf;f Ntz;Lk;.  cq;fshy; ,uz;L  Kiw 5 
epkpl eilg;gapw;rpia nra;a Kbe;jhy; cq;fsJ eilgapw;rpf;fhd 
Neuj;ij mjpfhpf;fyhk;. 
2. ,uz;lhk; thuk;: xt;nthU ehSk; njhlh;e;J 10 epkplq;fs; eilgapw;rp 
nra;a Kaw;r;rpf;f Ntz;Lk;. mJ vspjhf Njhd;wpdhy; ePq;fs; 
eilgapw;rpf;fhd Neuj;jpd; msit mjpfhpf;fyhk;. 
3. %d;whtJ thuk; : xt;nthUehSk; 15 Kjy; 20 epkplq;fs; njhlh;e;J 
elf;f Kaw;rp nra;a Ntz;Lk;. 
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4. ehd;fhk; thuk;: xt;nthU ehSk; 20 Kjy; 25 epkplq;fs; njhlh;e;J 
elf;f Kaw;r;rp nra;a Ntz;Lk;. 
5. Ie;jhk; thuk;: xt;nthU ehSk; 25 Kjy; 30 epkplq;fs; njhlh;e;J 
elf;f Kaw;r;rp nra;a Ntz;Lk;. 
6. Mwhk; thuk;: xt;nthU ehSk; 30 Kjy; 40 epkplq;fs; njhlh;e;J elf;f 
Kaw;r;rp nra;a Ntz;Lk;. 
MWthuq;fSf;Fg;gpwF cq;fshy; Kbe;j mstpw;fhd eilgapw;rpis 
njhluyhk;. 
 cq;fSf;F Njitahd msT clw;gapw;rp vJ vd;gij njhpe;J 
nfhs;tjw;fhd topfs; 
 eilgapw;rpapd; NghJ Ngryhk; Mdhy; ghlf;$lhJ. 
 clw;gapw;rpf;Fg; gpd; cldbahf kpjkhd %r;Rj; jpzwiy 
cq;fshy; czu KbAk;. Mdhy; FWfpa Xa;Tf;Fg;gpd;dh; ,e;j 
%r;Rj;jpzwypy; ,Ue;J ePq;fs; tpLgl Ntz;Lk;. 
 eilgapw;rpf;F gpd;dh; ePq;fs; kpfTk; Nrhh;thf czuf;$lhJ. mg;gb 
czh;e;jhy; rpwpjsT Xa;T vLj;Jf; nfhs;sk Ntz;Lk;. 
khwilg;gpw;F gpwFk ePq;fs; rhjhuzkhf vLj;J nfhs;Sk;    
Fiwthd kjpa cwf;fj;ij njhluyhk;.  Mdhy; ,J 
eilgapw;rpf;F ,ila+uhf ,Uf;ff;$lhJ. 
 gpd;tUtdtw;Ws; vitNaDk; cq;fSf;F Vw;gl;lhy; ePq;fs; 
cldbahf clw;gapw;rpia epWj;j Ntz;Lk;. 
 jiyr;Rw;W 
 glglg;G 
 neQ;rpy; Vw;gLk; njhe;juT 
 Neha; 
 jirgpbg;G 
 mjpf Nrhh;T 
 neQ;Rtyp Vw;gl;lhy; vd;d nra;tPh;fs;: 
 ePq;fs; vd;d Ntiy nra;J nfhz;bUe;jhYk; mij mg;gbNa 
epWj;jptpl;L Xa;T vLf;f Ntz;Lk;.  my;yJ me;j ,lj;jpNyNa 
cl;fhh;e;J tplNtz;Lk;. 
 
 xU iel;Nuhrphpd; khj;jpiuia vLj;J ehf;fpd; fPo; itj;J tpl;L 5 
epkplk; fhj;jpUf;f Ntz;Lk;. 
 
 njhe;juT KOtJkhf ePq;fhtpl;lhy; NkYk; xU iel;Nuhfpsprphpd; 
khj;jpiuia cl;nfhz;L gpd;Dk; xU 5 epkplk; fhj;jpUf;f Ntz;Lk;. 
 
xlvi 
 
 ,uz;L iel;Nuhfpsprphpd; khj;jpiufis cl;nfhz;l gpwFk; njhe;juT 
KOtJkhf ePq;fhtpl;lhy;> %d;whtJ iel;Nuhrpsprhpd; khj;jpiuia 
cl;nfhz;L NkYk; xU 5 epkp;lq;fs; fhj;jpUf;f Ntz;Lk;. 
 
 ,Wjpahf 15 epkplq;fSf;Fgpd;Dk;>%d;W iel;Nuhfpsprphpd; 
khj;jpiufis cl;nfhz;l gpwFk; njhe;juT ePq;fhgl;rj;jpy; mtru 
Ch;jp 108 – ia njhlh;G nfhz;L cldbahf mUfpYs;s 
kUj;Jtkidf;F nfhz;L nry;y Ntz;Lk;. jhdhfNt njhe;juT 
rhpahfptpLk; vd;W vjph;ghh;j;J kUj;Jt cjtpia ngw jhkjpf;f 
$lhJ. 
6 Kjy; 8 thuq;fSf;Fg;gpd;dh;> ePq;fs; kpjkhd clw;gapw;rpis ngUk;ghyhd 
ehl;fspy; (thuj;jpw;F Fiwe;jJ 5 ehl;fs;) Fiwe;jJ 20 Kjy;; 30 epkplq;fs; 
nra;a Ntz;Lk; vd;gNj Nehf;fkhFk;.  ,e;j clw;gapw;rp cq;fSf;F rpwpjsT 
%r;Rj;jpzwiy Vw;gLj;Jk;. 
 
nfhy]; Buhy;: 
 nfhy];Buhy; ,uj;j jkdp Rtu; ghjpg;G Vw;gLtjpy; ngUk; gq;F 
tfpf;fpwJ. 
 nfhy];Buhy; kw;Wk; BiufpspriuL msTfis ,ay;ghd 
vy;iyfSf;Fs; itj;Jf;nfhs;s Ntz;Lk;( 100 -200 kp.fp./nl.yp) 
 cau; mlu;j;jp nfhOg;G Gujk; - ey;y nfhOg;G Mz;LfSf;F 
40kpfp/nl.yp kw;Wk; ngz;fSf;F 50kp.fp./nl.yp tiuf;Fk; ,Uf;f 
Ntz;Lk;. clw;gapw;rp> Gifgpbj;jiy epWj;Jjy; kw;Wk; cly; vil 
Fiwj;jy; Nghd;wtw;why; cau; mlu;j;jp nfhOg;G Guj msT 
mjpfupf;fpwJ. 
 Fiwe;j mlu;j;jp nfhOg;G Gujk; - nfl;l nfhOg;G msT 129 
kpfp/nl.yp tiuf;Fk; ,Uf;f Ntz;Lk;. 
cly; vil 
  cly; vil rhjhuz cly; epiw FwpaPl;L vz; mbg;gilapy; 
,Uf;f Ntz;Lk;> mjhtJ 18.5 Kjy; 28.09.tiu cly; epiw FwpaPl;L 
vz;; 25 Kjy; 29 tiu ,Ue;jhy; mjpf cly; vil kw;Wk; 30-f;F Nky;  
 cly; epiw FwpaPl;L vz; gpd; tUkhW fzf;fplg;gLfpwJ. 
cly; vil(fp.fp) 
(cauk; kPl;lupy;)2 
 
,uj;j mOj;jk;: 
 ,uj;j mOj;jk; vd;gJ ,uj;jehsj;jpw;F vjpuhf mOj;jg;gLk; 
,uj;jj;jpd; tpir MFk;. mOj;jk; mjpfkhFk;NghJ ,jak; fbdkhf 
RUq;Fk; epiy Vw;gLfpwJ. rhjhuz kdpjdpd; ,uj;j mOj;jk; 140/90 
kp.kP nku;Fup. 
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 cau; ,uj;j mOj;jk; vd;gJ jkdpfspy; njhlu;r;rpahf ,uj;j mOj;jk; 
mjpfkhf ,Ug;gJ. 
 khuilg;Gf;F gpd;du; cs;s ,yf;F vd;dntd;why; ,uj;j mOj;jij 
130/80 kp.kP nku;Fwp msTf;F fPo; Fiwg;gJ MFk;. 
 ,uj;j mOj;jj;ij Fiwg;gjw;F MNuhf;fpakhd czT cz;Zjy;> 
clw;gapw;rp nra;jy;> cly; vil Fiwj;jy; kw;Wk; Fiwe;j cg;G 
rhg;gpLtJ. Nghd;w tho;f;if Kiw fhuzpfs; ,uj;j mOj;jj;ij 
Fiwf;f cjTfpwJ. 
ePupopT Neha;: 
 ePupopT Neha; vd;gJ tsu;rpij khw;w Neha;fspd; xU tif MFk;. 
,jpy; fizak; NghJkhd msT ,d;Rypd; cw;gj;jp nra;ahky; 
my;yJ clypd; nray;fspd; cw;gj;jpf;F Vw;wthW nray;glhky; 
,Ug;gjhy; ,uj;jj;jpy; ru;f;fiuapd; msT mjpfkhfpwJ. 
 cz;Ztjw;F Kd; ,uj;j ru;f;fiuapd; msT 80 Kjy; 125kp.fp./nl.yp 
tiu ,Uf;f Ntz;Lk; - VjhtJ xU Neuj;jpy; ,uj;j ru;f;fiuapd; 
msT 140kp.fp/nl.yp-f;F Fiwthf ,Uf;f Ntz;Lk;. fpisNfhi]Nyl;l 
,uj;j rptg;gZtpd; msT 6-f;F fPo; ,Uf;f Ntz;Lk; cq;fs; ,uj;j 
ru;f;fiuapd; msit mt;tg;NghJ fz;fhzpj;J cq;fs; kUj;Jtiu 
fye;jhNyhrpf;fTk;. 
 ,uj;j ru;f;fiuapd; msit fl;Lg;ghl;bw;Fs; itj;Jf; nfhz;lhy; 
khuilg;G Vw;gLk; Mgj;ij Fiwf;fyhk; - tof;fkhf cl;nfhs;Sk; 
ePupopT Neha; kUj;Jfis cl;nfhs;tJ> ru;f;fiu Neha;f;fhd 
czT>ghj guhkhpg;G kw;Wk; tof;fkhd clw;gapw;rp nra;tJ kpfTk; 
mtrpakhdJ. 
 ePupopT Neha; ,ja ,uj;j ehs Neha;fs; Vw;gLtjw;fhd Mgj;ij 
,uz;L klq;F mjpfhpf;fpwJ. 
 ngUk; ,uj;jehs Neha;fshtd ,ja jkzp Neha;> gf;fthjk; kw;Wk; 
Gw ehsq;fspy; Vw;gLk; Neha;fs;. 
 Ez;zpa ,uj;jehs Neha;fshtd ePupopT tpopj;jpiu Neha;> ePupopT 
rpWePuf Neha; kw;Wk; fhy; Gz;fs; Vw;gLk; fhuzkhfpw ePuopT euk;G 
NfhshW. 
 
 
 
 
xlviii 
 
J}f;fk; 
 Fiwthd J}f;fk; ,ja ,uj;jFoha; Neha; Vw;gl;l fhuzkhfpwJ. 
 ,utpy; Fiwe;jJ 7kzp Neu J}f;fk; mtrpak; gfy; Neu Fl;b  
 J}f;fj;ij jtpu;f;f Ntz;Lk;. 
 Fiwthd J}f;fk; cau; ,uj;j mOj;jk;> ,uj;j Fohapy; nfhOg;G 
gbjy;> khuilg;G> gf;fthuk;> ePupopT Neha; kw;Wk; cly;gUkd; 
Nghd;wtw;NwhL njhlh;GgLj;jg;gLfpwJ. 
 tof;fkhd Xa;T kw;Wk; J}f;fk; ,ja ,uj;j ehsq;fspd; 
MNuhf;fpaj;ij Nkk;gLj;JfpwJ. 
 
kd mOj;jk; 
 xU egupd; jd;dyj;jpw;F mr;RWj;jy; my;yJ rthy; Vw;gl;L mjid 
rupnra;a ,d;ndhUtupd; cjtp Njitg;gLk; epiyNa kd mOj;jk; 
MFk;. 
 epu;tfpf;fg;glhj kd mOj;jk; cly; eyid ghjpf;Fk; topfshtd 
 cau; ,uj;j mOj;jk; 
 xOq;fw;w ,ja rj;jk;  
 jkdpfspy; Nrjk; Vw;gLjy; 
 mjpf nfhy];l;uhy; msT 
 ,jakzp Neha; cUthFjy; kw;Wk; jPtpukiljy; 
 gytPdkile;j Neha; vjph;g;G kz;lyk; 
 kd mOj;jj;ij rk;khspg;gJ vg;gb? 
 kd mOj;j fl;Lg;ghl;il ngw;W MNuhf;fpakhd kw;Wk; rPuhd tho;f;if 
tho gpd;tUk; eltbf;iffs; kpfTk; mtrpakhdit MFk;. 
 
 jsu;T gapw;rpfs; - Mokhd %r;ir nkJthf cs; ,Ue;J fhypy; 
,Ue;J jiytiu xt;nthU Fwpg;gpl;l jir FOf;fisAk; RUf;fp 
mjd; gpd;du; jsu;j;jp KOikahf %r;ir ntspNa tpl Ntz;Lk;.3 
Kjy; 4 Kiwfs; tiu jpUk;gp nra;a Ntz;Lk;. 
 
 Mo;e;j Rthrk;  - trjpahd epiyapy; gLj;Jf;nfhz;L> thaia %b 
Mokhd Rthrf;fhj;ij nkJthf %r;rpd; topahf cs;Ns vLj;J> 1>2> 
kw;Wk; 3 tiu vz;zpf;nfhs;s Ntz;Lk;> gpwF nkJthf Rthrf;fhw;iw 
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%f;fPd; ntspltpl Ntz;Lk;. ,ij jirg;gFjpfs; ,yFthFk; 
tiuf;Fk; njhlh;e;J  nra;a Ntz;Lk;. 
 
 ftdg;glq;fs;  - Mo;e;j Rthrgapw;rpia nra;Jnfhz;L nrhh;f;fk; 
Nghd;w epidit kdjpy; cUthf;fp nfhs;s Ntz;Lk;. flw;fiuapy; 
elg;gjhfNth my;yJ glfpy; nry;tjhfNth epidj;Jf;nfhs;Sq;fs;. 
mt;tplj;jpd; moif urpj;Jf; nfhz;Lk;> kzj;ij Efh;e;Jnfhz;Lk;> 
#hpadpd; kpjkhd ntg;gj;jpd; ,dpikia czh;e;J nfhz;Lk;. kw;Wk; 
fly; miyfspd; ,dpikahd xiria Nfl;Lf;nfhz;Lk; nry;Ytjhf 
epidj;Jr;nfhs;Sq;fs; .mbf;fb ,e;j tpjkhd ey;y czh;Tfs; 
epidj;Jf;nfhs;Sq;fs;.   
 
ghypay; hPjpahd MNuhf;fpak;  
 ghypay; nray;ghL gw;wpa MNyhridia kUj;Jthplk; Nfl;L njhpe;J 
nfhs;s Ntz;Lk;.  
 gpd;tUk; mwpFwpfspy; epWj;jptpl Ntz;Lk;.   
 neQ;R typ  
 mrhjhuz %r;Rj;jpzwy;  
 cly; Nrhh;T  
 jiyr;Rw;W (m) glglg;G  
 neQ;Rtyp Vw;gl;lhy; cldbahf iel;Nuhrpdprphpd; khj;jpiuia vLj;J 
ehf;fpd; fPohf itj;J cl;nfhs;s Ntz;Lk;.   
 1 rjtPjj;jpwf;Fk; Fiwthd khuilg;Gfs; ghypay; nray;ghLfspd; 
%yNk Vw;gLfpwJ.   
 
Gifg;gpbj;jy;  
 Gifg;gpbg;gij epWj;JtJ> NkYk; khuilg;G Vw;gLtij Fiwg;gjw;fhd 
kpfr; rpwe;j topahFk;.    
 
 Gifg;gpbj;jypd; tpisTfs;   
 cs;spSf;Fk; Gifapy; cs;s epf;Nfhl;bd; ,uj;j ehsq;fspd; msit 
Fiwf;fpwJ.   
 
 ,uj;j mOj;jk; ,ja Jbg;gpy; cldbahf kw;Wk; njhlh;e;j mjpfhpg;G 
Vw;gLk;.   
 
 Njhy;gFjpapYs;s ,uj;j ehsq;fs; RUq;Ftjhy; Njhypd; ntg;gepiy 
FiwAk;.   
l 
 
 
 Gifg;gpbg;gJ Fiwe;j mlh;j;jp nfhOg;G Gujj;jpd; msit mjpfhpj;J 
mjpf mlh;j;jpAs;s nfhOg;G Gujj;jpd; msit Fiwf;fpwJ.   
 
 Fiwe;j msT Mf;]p[idNa ,uj;j ehsq;fs; vLj;Jr; nry;Yk;.   
 
 ,uj;j mZf;fs; kpfTk; xl;Lk; jd;ikAs;sjhf khWtjhy; vspjpy; 
ciwAk; jd;ikAilajhfpwJ. 
 
 ,uj;j jkdpapd; Rthpy; ghjpg;G Vw;gLtjhy; jkdpj;jbg;G Vw;gLtjw;fhd 
fhuzpahf mikfpwJ.    
 
 if fhy;fspy; ,uj;j xl;lk; jilgLtjhy; gf;fthjk; kw;Wk; khuilg;G 
Vw;gLjw;fhd tha;g;Gfs; mjpfhpf;Fk;.  
 
 Gifg;gpbg;gjw;fhd jtph;g;gjw;fhd 12 Fwpg;Gfs;  
 
1. ,Uky; Vw;glyhk:; gOjile;j %r;Rf;Foy; kPz;Lk; ey;y epiyf;Fj; 
jpUk;Gk;NghJ mjpfkhd ,Uky; Vw;glyhk;.  ,J rhjhuzkhdJ jhd; 
,J gbg;gbahf Fiwe;J tpLk;.  ,ij ePq;fs; vjph;nfhz;L 
Gifgpbf;fj;J}z;Lk; czh;it fl;Lg;gLj;jp gof Ntz;Lk;.   
 
2. the;jp> Fkl;ly;> jiytyp> vhpr;ry;> gak; Nghd;w mwpFwpfs; 
Gifgpbj;jypd; ,Ue;J kPSk; NghJ Vw;glyhk;.   
 
3. ePq;fNs cq;fis Cf;Ftpj;J Neh;kiwahd vz;zq;fis cUthf;fp 
nfhs;s Ntz;Lk;.   
 
4. ePq;fNs cq;fis Cf;Ftpj;J nfhs;tjw;fhf ntw;wpahf mike;j 
xt;nthU ehl;fisAk; fhyz;lhpy; Fwpj;J itj;Jf; nfhs;sTk;.   
 
5. Kaw;rpapy; Njhy;tpAw;why; mtek;gpf;if nfhs;shky;> mjw;fhd 
fhuzj;ij MNyhrpj;Jg;ghh;j;J mij jtph;f;f Ntz;Lk;.  
 
6. czTfs; : Gifgpbg;gij epWj;jtjhy; cq;fSf;F grpAzh;T 
mjpfhpf;fyhk;.  mg;NghJ nfhOg;G epiwe;j kw;Wk; ,dpg;G gz;lq;fis 
cl;nfhs;Stij jtph;j;J tpl;L mjpf jz;zPh;> gotifg; ghdq;fs; 
kw;Wk; rh;f;fiu ,y;yhj fk;]; Nghd;wtw;iw vLj;Jf;nfhs;syhk;.   
 
7. vy;yhtifahd gPb kw;Wk; rpfnul; gpbj;jy; Nghd;witfis tpl;Ltpl 
Ntz;Lk;.   
 
8. Gifg;gpbj;jiy epWtj;Jtjw;fhd fhuzq;fs;> Gifg;gpbg;gjhy; Vw;gLk; 
ed;ikfs; kw;Wk; jPikfis gl;baypl;L Gifgpbf;fj; J}z;Lk; czh;T 
Vw;gLk; nghOJ mijg; ghh;j;Jf; nfhs;s Ntz;Lk;.  
 
9. Gif gpbf;fj; J}z;Lk; R+o;epiy Vw;gLk;NghJ mij vjph;nfhs;s 
Ntz;Lk;. Gifgpbg;gij epWj;jpa Kjy;thuj;jpd; NghJ cq;fSila 
tof;fkhd gof;ftof;fq;fis khw;wp nfhs;s Ntz;Lk;.   
 
10. Gif gpbg;gij epWj;Jtw;fhd Njjpia Fwpj;J itj;Jf; nfhz;L 
mij Kw;wpYkhf epWj;jptpl Ntz;Lk;.  
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11. Gif gpbg;gij epWj;j cjTk; fpspdpf;Ffs; cq;fSf;F 
epf;Nfhl;bDf;F gjpyhf gad;gLj;jf;$ba (epf;Nfhl;bd; fk;];> ];g;Nu> 
gl;r;r];> khj;jpiufs; kw;Wk; cwpQ;rpfs;) my;yJ Gifg;gpbg;gij 
epWj;j cjTk; rpfpr;iria mspg;ghh;fs;.   
 
12. Gifg;gpbg;gij ePq;fs; epWj;Jtij vy;yhhplKk; nrhy;y Ntz;Lk;.  
ez;gh;fs; kw;Wk; cq;fsJ FLk;gj;jpdh; ,jw;F cjtpahf ,Ug;ghh;fs;. 
 
 ,uz;lhk; epiy Gifg;gpbj;jy;  
Gifg;gpbg;gth; Gifg;gpbg;gjhy; Vw;gLk; er;Rg;Gifia NtnwhUth; 
Rthrpg;gNj ,uz;lhk; epiy Gifg;gpbj;jy; MFk;.  
 ,J ,uj;j ciwjiy mjpfhpg;gNjhL> nfl;l nfhOg;G rj;ij 
mjpfhpj;J ,uj;j ehsj;jpy; nfhOg;ig gbar; nra;fpwJ. kw;Wk; nry; 
Nrjj;ij cUthf;Fk; fhuzpfis mjpfg;gLj;JfpwJ.  
kJ mUe;Jjy;  
 kJ mUe;Jtij jtph;j;Jtpl;L vYkpr;ir ghdk; Nghd;w clYf;F 
MNuhf;fpakhd ghdq;fis Njh;e;njLf;f Ntz;Lk;.   
 kJ mUe;Jtij fl;Lg;ghl;bw;Fs; itj;Jf;nfhs;s Ntz;Lk;.  
fl;Lg;ghby;yhky; kJ mUe;JtJ kpf Nkhrkhd gpur;ridfis 
Vw;gLj;Jk;.   
 xU thuj;jpw;F 210 kpy;yp ypl;lUf;F mjpfkhd kJghdj;ij Mz;fs; 
mUe;jf;$lhJ.  xU ehisf;F 40 kpy;yp ypl;lUf;F mjpfkhd kJ 
mUe;jf;$lhJ mNjhL thuj;jpw;F ,uz;L ehl;fshtJ kJ mUe;jhky; 
,Uf;f Ntz;Lk;.   
 xU thuj;jpw;F 140 kpy;yp ypl;lUf;Fk; mjpfkhd kJghdj;ij ngz;fs; 
mUe;jf;$lhJ.  xU ehisf;F 30 kpy;yp ypl;lUf;F mjpfkhf kJ 
mUe;jf;$lhJ mNjhL thuj;jpw;F ,uz;L ehl;fshtJ kJ mUe;jhky; 
,Uf;f Ntz;Lk;.  
 
KbTiu  
,e;j tho;f;if Kiw khw;wq;fshtJ cq;fSf;F xU trjpahd kw;Wk; 
MNuhf;fpakhd tho;f;if Kiwia gpd;gw;w epr;rakhf cjtpahf mikAk;.    
 
 
 
 
lii 
 
APPENDIX – E 
PLAGIARISM REPORT 
 
How does Viper work.....?  
[+] Read more..  http://www.scanmyessay.com/ 
 
 
Plagiarism Report for „Sanjeevini.Plag.doc‟ 
 
Words Matched            : 77 
Match (%)                     : 1% 
Unique words matched: 77 
Unique Match (%)        : 1 
Matching content          : 1% 
Checked on                   : 21-02-2014 
 
 
 
________________________                                   ________________________ 
Signature of the Candidate    Signature of the Principal 
 
 
 
liii 
 
APPENDIX –F 
PHOTOGRAPHS 
DATACOLLECTION 
 
ASSESSMENT
 
liv 
 
INDIVIDUALIZED EDUCATION 
 
 POST TEST
 
